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1888  M'Kbown,  William  A.,  M.D.,  Surgeon  Eye  and  Ear  Infirmary,  20 

College-square,  East,  Belfast. 

t  M'Labbit,  Aonbs,  M.D.,  L.K.Q.C.P.,  Physician  Canongate  Medical 
Mission  Dispensary,  Bnmtsfield  Lodge,  Whitehouse  Loan,  Edinburgh. 

1886  M'MoBDiB,  Wm.  K.,  M.D.,  Physician  Samaritan  Hospital  for  Women 

and  Children,  17  College-square,  East,  Belfast.    [1] 

1887  Maobamaba,  P.  J.,  M.D.,  F.B.C.S.,  Medical  Officer  Bruff  Dispensary 

District,  Adelaide-plaoe^  Bruff,  Co.  Limerick* 

t  MaoSwinbt,  Stbphbn  Mtlbb,  M.D.,  F.KQ.C.P.,  Physician  Jervis- 
street  Hospital,  Professor  of  Medical  Jurisprudence  Catholic  Univer- 
sity, 9  Upper  Merrion-street,  Dublin. 

t  MTbaoh,  Johb  Fbancib,  M.D.,  Physician  to  Reformatory  High  Park, 
and  Children's  Hospital,  1  Rutland-square,  East»  Dublin. 

1887  M'Wbebet,  E.  J.,  M.D.,  M.Ch.,  Pathologist  Mater  Miserioordis  Hos- 
pital, Clevedon,  Terenure,  Co.  Dublin, 
t  Maddbk,  Thomas  Mobb,  M.D.,  F.R.C.S.,  Edin.,  M.K.Q.C.P.,  Obstetric 
Physician  Mater  Misericordi»  Hospital,  Physician  to  St.  Joseph's 
Hospital  for  Sick  Children,  55  Merrion-square,  South,  Dublin.    [2] 

1884  Manlt,  B.  C,  L.R.C.S.,  Aberdeen  House,  Clyde-road,  Dublin. 

t  Mapothbb,   Edwabd   Dillon,   M.D.,    F.R.C.S.,  Consulting   Surgeon 

St.  Vincent's  Hospital,  Consulting  Medical  Officer  of  Health  City 

of  Dublin,  Professor  of  Physiology  Boyal   College  of  Surgeons, 

Cavendish-square,  W.,  London. 

1383  Mabqubs,  Laubbkob,  L.R.C.S.,  Assistant-Surgeon  Civil  Hospital,  Hong 

Kong,  Pereira,  Macao,  China. 

t  Mabtin,  Jambs,  F.R.C.S.,  Medical  Officer  Portlaw  Dispensary,  Carrick- 
on-Suir  Union,  Medical  Officer  Portlaw  Fever  Hospital,  Portlaw, 
Co.  Waterford. 

t  Mabtin,  William  Jambs,  M.D.,  F.R.C.P.  Edin.,  Physician  Jervis- 
street  Hospital  and  St.  Joseph's  Infirmary  for  Children,  17  Harcourt- 
street,  Dublin. 

t  Mason,  Samubl  Robebt,  M.B.,  F.R.C.S.,  Master  Coombe  Hospital,  Lec- 
turer on  Midwifery  Ledwioh  School,  92  Harcourt-street,  Dublin. 
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t  Mabon,  Thokab  Pbteb,  M.B.,  F.R.C.S.,  Phyrioiaii  Meroer's  Hospital, 
Lecturer  on  Anatomy  Ledwibh  School,  74  Ha«x>urt-Btreet,  Dublin. 

1885  Maxwell,  Patbiok  W.,  M.B.,  Ophthalmic  Sm^geon  Steevens'  Hospital, 
Assistant  Surgeon  National  Eye  and  Ear  Infirmary,  Lower  Baggot* 
street^  Dublin, 
t  Mbldon,  Austin,  F.B.G.S.,  Surgeon  Jeryk-Btreet  Hospital,  15  Merrion 
square,  North,  Dublin. 

1888  MiDDLBTON,  William  Hikbt,  L.B.G.S.,  Surgeon  Westmeath  Go.  Infir- 
mary, MulHngar,  Go.  Westmeath. 

t  MiNOHiK,  HUMPHBT,  M.K,  F.B.G.S.,  Medical  Officer  North  Dublin 
Union  Workhouse,  Surgeon  Gity  of  Dublin  Prisons,  56  Lower 
Dominick-street^  Dublin. 

1885  Molont,  John,  M.K.Q.G.P.,  Master  St.  Patrick's  Hospital  for  Lunatics, 

Dublin, 

t  MoNTaoHEBT,  BoBEBT,  M.RG.S.  Eug.,  4  Gkurdiner's-row,  Dublin. 

t  MoNTQOMEBT,  Albzandbb  Nixon,  M.K.Q.G.P.,  Secretary  Vaccination 
Department,  Local  Grovermnent  Board,  45  Upper  Sackville-street, 
Dublin. 

+  MooBE,  Ghablk  Fbedbeiok,  M.D.,  F.B.G.8.,  Medical  Officer  No.  8  Dis- 
pensary, South  Dublin  Union,  10  Upper  Menion-street,  Dublin. 

t  MooBE,  John  William,  M.D.,  F.K.Q.G.P.,  Physician  Meath  Hospital, 
Physician  Gork-street  Fever  Hospital,  40  Fitswilliam-square^  West, 
Dublin. 

t  MooBE,  BoBBBT  Henbt,  F.B.G.S.,  Surgeon-Dentist'in-Ordinary  to  His 
Excellency  the  Lord  Lieutenant,  29  Upper  Merrion-street,  Dublin. 

t  MooBE,  William,  M.D.,  F.K.Q.G.P.,  Physician  to  Her  Majesty  the 
Queen,  67  Fitzwilliam-square,  North,  Dublin. 

1887  Mouillot,  Fbanoois  Albbbt  de  Thiebbt,  M.B.,  Medical  Officer  Work- 

house, Gorey. 

1888  MUBPHT,   John,   L.RG.S.,  Physician   Mater  Misericordie   Hospital, 

14  Gardiner *s-plaoe,  Dublin. 

t  MuBPHT,  John  Joseph,  L.B.G.P.  Ed.,  18  Harcourt-street,  Dublin. 

1886  Mtlb,  T.,   F.B.G.S.,   Surgeon   Jervis-street  Hospital,   Demonstrator 

Anatomy  Trinity  GoUege,  Dublin,  82  Harcourt-street,  Dublin. 

1888  Newell,  F.  T.  Pobteb,  L.B.C.S.,  Besident  Surgeon  Meath  Hospital. 

t  Nixon,  Ghbistophbb  J.,  M.D.,  F.K.Q.G.P.,  Physician  to  Mater  Miseri- 
oordiae  Hospital,  2  Merrion-square,  N.,  Dublin.    [1] 

t  Nixon,  Fbedbbiok  Aloogk,  F.B.G.S.,  Surgeon  Mercer's  Hospital, 
83  Harcourt-street,  DubliiL     [1] 

+  Nolan,  Akdbew  0*Kbllt,  F.B.G.S.,  Gort,  Go.  Galway. 

1885  NoBMAN,  GoNOLLT,  F.B.C.S.,  Medical  Superintendent  Biohmond  District 

Lunatic  Asylum,  Dublin.    [8] 

1886  NoBTOV,  John  J.,  L.K.Q.G.P.,  Bagnalstown,  Ga  Garlow. 
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t  Noonrr,  Gm  PsftaiTAL  L'Bbtbavob,  M.B.,  PhyBioittL  Bicbmoiid,  Whit- 
worth,  and  Hardwicke  Hoepitala,  Demonsirator  of  Anatomy  School 
of  Fhysio,  Trinity  Ooll«ge,  4  Upper  Moont-fltreet,  DaUin.    [1] 

1887  O'CALLAOHiiN,  BoBiBT  Thokab  Auxavdeb,  L.K.Q.O.F.,  F.RC  S., 
Surgeon  County  Infinnary,  The  Bungalow,  Cariow.    [1] 

t  O'Ca&boll,  Josbph  Fbakcqb,  M.B^  L.R.C.S.,  Fhyiioian  Biofamond, 
Whitworth,  and  Hardwicke  Hoipitala,  27  WesUand-row,  Dublin. 

1887  ODonoyam;  JwtinnAH,  F.R0J3.,  Mount  Haigh,  Kingstown^  Oo.  Dublio. 

1887  O'Flahbbtt,  R.  G.,  M.B.,  Medical  Officer  No.  1  XMspenaary  District, 

101  Upper  George's  street,  Kingstown. 
f  O'Gbadt,   Edwabd   Stamxb,    F.R.CS^    Surgeon  Mercer's    Hospital, 
88  Merrion-square,  North,  DnbUn. 

1883  O'Kbsfb,  Patbick,  M.D.,  Resident  Medical  Officer  Mountjoy  ConTict 
Prison,  Dublin. 

1888  Olphbbtb,  J,  Wtbbantb,  M.D^  Medical  Officer  Downpatrick  Dispensary 

District,  The  Villas,  Downpatrick. 
1883  ONbill,  William,  M.D.,  M.R.O.P.  Lond.,  Physician  Lincoln  Lunatic 
Hospital,  2  Lindum-road,  Lincoln, 
f  Obmsbt,  Lambbbt    Hbpbnbtal,    F.R.O.S.,   Surgeon  Meath    Hospital, 
Surgeon  National  Orthopaedic  and  Children's  Hospital,  4  Merrion- 
square,  West,  Dublin. 

t  O'SuLLiVAN,  Stbphen,  M.D.,  F.R.C.S.,  Professor  of  Surgery,  Queen's 
College,  Cork,  Surgeon  North  Infirmary,  6  Camden-place,  Cork. 

t  OuLTON,  Hbhbt  W.,  M.D.,  L.R.C.S.,  Assistant  Surgeon  Dublin  Metro- 
politan  Pddce,  6  North  Frederick-street^  Dublin. 

t  Palmbb,  Josbph  Maksbboh,  M.K.Q.C.P.,  F.R.C.S.,  Surgeon  Armagh 
County  Infirmary,  Co.  Infirmary,  Armagh. 

t  Patton,  Albxandeb,  M.B.,  Resident  Physician  Farnham  House  and 
Maryville  Private  Lunatic  Asylum,  Famham  House,  Finglas,  Dublin. 

t  Pbabsall,  William  Booth,  F.R.C.S.,  13  Upper  Merrion-street,  Dublin. 

1887  Pbabson,  Chablbb   Yblvbbtob,  M.D.,   F.B.C.S.  Eog.,  Professor  of 
Materia  Medica  Queen's  College,  1  Sydney-place,  Cork.     [1] 

t  Pbohbt,  Mabt  Edith,  M.D.,  L.K.Q.C.P.,  Cumballa  Kill,  Bombay. 

1885  Pbtit,  J06BPH,  L.K.Q.O.P.,  Medical  Superintendent  District  Lunatic 

Asylum,  Sligo. 
t  Poolb»   J.   Sbalbt,    M.D.,  late  Assistant-Master   Coombe    Lying-in 
Hospital,  DabHn,  24  College-gardens,  Belfast. 

t  PoLLooK,  Jambs  Fbbbibb,  M.D.,  F.K.Q.C.P.,  Medical  Officer  Meath 
Industrial  Schools,  Avoca  House,  Blackrook. 

1886  Pobtbb,  Chablbb  F.,  L.RO.S.,  Golao,  Victoria,  Australia. 

t  PoBTBB,  Sib  Gbobob  Hobnidcib,  M.D.,  F.R.C.S.,  Surgeon-in-Ordinary 
to  the  Queen  in  Ireland,  Surgeon  Meath  Hospital,  8  Merrion-square, 
Nth.,  Dublin. 
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1885  PoTTXB,  HnrsT,  F.RCS^  Br^ade  Surgeon  Indian  Armj,  8S  Betgrave- 

■qnare^  Bathminet,  Dublin. 

f  PowBLL,  GriOBOB  Dbnitibton,  M.D.,  76  Upper  Leeeon-etreefc,  Dublin, 
t  P&ATT,  JosBFH  DALLAS,  M.B.,  Medical  Begistrar,  City  of  Dublin  Hoipital, 

25  Lower  PitzwilMan-etreet,  Dublin.    [1] 
t  PuBOiLL,  Thomas,  M.K.Q.G.P.,  Medical  Officer  and  Medical  Officer 

of  Health,  No.  1  South  City  Dispenaary,.  South  DuUin  Union, 

71  Haroourt-street,  Dublin, 
f  PuBiroT,   BioHABD   Damoib,  F.RC.S.,  Obstetric  Surgeon  Adelaide 

Hospital,  18  Merrion-square,  Dublin.    [2] 
t  PoBSBB,  John  Malst,  M.D.,  F.SLQ.O.P.,  Professor  of  Inatitutes  of 

Medidne  in  the  School  of  Physio,  Physician  Sir  Patrick  Dun's 

Hospital,  8  Wilton-terraoe,  Dublin. 

t  QuiNLAN,  Franoib  John  Bozwhll,  M.D.,  F.K.Q.C.P.,  Physician  St. 
Vincent's  Hospital,  Professor  of  Materia  Medica  and  Therapeutics 
Catholic  University,  29  Lower  Fitzwilliam-street,  Dublin. 

t  BiDMOND,  JoBBPH  MiOHAXL,  F.E.Q.C.P.,Phyricianto  Mater  MiMricordie 
Hospital,  Lecturer  on  the  Practice  of  Medidne  and  Pathology  in  the 
Ledwich  School  of  Medicine,  8  dare-street,  Dublin. 

1886  BoBiNBON,  Charlki  H.,  F.B.C.S.,  M.K.Q.C.P.,  Lecturer  on  Anatomy 

Ledwich  School,  85  Haroourt-street,  Dublin, 
t  Boi,  William,  M.D.,  F.B.C.S.,  Obstetric  Physician  National  Lying-in 
Hospital,  Professor  of  Midwifery  Boyal  College  of  Surgeons,  18  Lower 
FitswilUam-Btreet,  Dublin. 

t  Scott,  Chaklks  Mabox,  L.B.O.S.,  Rockingham,  Kingstown,  Co.  Dublin* 
t  SooTT,  John  Alfred,  L.K.Q.C.P.,  Lecturer  on  Physiology,  Carmichael 
Cdlege,  55  Upper  Leeeon-street,  Dublin.     [2] 

1887  SooTT,   John  Harbison,  M.B.,  F.B.aS.,  Surgeon  Adelaide  Hospital, 

85  Lower  Baggot  street,  Dublin. 

t  SoOTT,WiLLiAM,  M.D.,  F.B.C.P.,  Edin.,  Physidan  to  Aughnadoy  Hospital, 
Aughnadoy,  Co.  Tyrone. 

1886  Smith,  Alfred  J.,  M.B.,  Asristant-Master  Botunds  Hospital,  26  Upper 
Mount  street,  Dublin.    [1] 

t  Smith,  Walter  George,  M.D.,  F.KQ.C.P.,  King's  Professor  of  Materia 

Medica  Sdiool  of  Physic,  and  Phyddan  to  Sir  Patrick  Dun's 

Hospital,  84  Lower  Baggot-street,  Dublin.    [2] 
t  Smtlt,  Philip  Cramfton,  M.D.,  F.B.O.S.,  Surgeon  Meath  Hospital, 

Surgeon  to  the  Hospital  for  Throat  and  Ear  Diseases,  4  Merrion- 

square.  North,  Dublin, 
t  Smtlt,  William  Jobl^,  M.D.,  F.K.Q.C.P.,  Obstetric  Phyddan  City  of 

Dublin  Hospital,  56  Fitzwilliam-square,  Dublin. 

t  Stack,  Biohard  Theodori^  D.M.D.,  Hanrard,  F.B.C.S.,  Dental  Surgeon 
Adelaide  Hospital,  Surgeon  to  the  Dental  Hospital  of  Ireland, 
10  Westland-row,  Dublin. 
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t  Stokxb,  William  Thobnlit,  liLD.,  F.RO.S.,  Snigeon  Richmond 
Hospital,  Surgoon  Swift's  Hospital  for  Lunatics,  Professor  of 
Anatomy  Boyal  College  of  Surgeons,  Ireland,  19  Haroourt-street, 
Dublin.    [1] 

f  Stokxb,  Sib  William,  F.RC.S.,  Surgeon  BIdmioiid  Hospital,  Professor 
of  Surgery  Royal  College  of  Surgeons,  6  MerrionHMiaare,  North, 
Dablin.    [1] 

t  Stobt,  John  Benjamin,  M.B.,  F.RG.Sw,  Surgeon  St.  Mark's  Ophthalmic 
Hospital,  84  Lower  Baggot-street,  DublixL    [1] 

t  Swan,  Bobibt  Latatxttb,  F.RC.S.,  Surgeon  Dublin  Orthopedic 
Hospital,  82  Stepben's-green,  N.,  Dublin.    [1] 

t  SwANZT,  Hbnbt  RofiBOBOUOH,  BIR,  F.RC.S.,  Surgeon  National  Eye  and 
Ear  Lifirmary,  Dublin,  Ophthalmic  Surgeon  Adelaide  Hospital, 
28  Merrion-square^  North,  Dublin. 

1885  Tait,  Lawbon,   F.RO.S.   Eng.,   Surgeon   Birmingham  and   Midland 

Hospital  for  Women,  7  The  Cresoent,  Birmingham. 

1887  Thompson,  a  M.,  L.KQ.O.P.,  L.RC.S.,  Resident  Medical  Officer,  South 
Dublin  Union  Workhouse. 

t  Thomson,  William,  F.RCS.,  Surgeon  Riehmond  Hospital,  84  Haroourt- 
street»  Dublin.     [2] 

t  TOBIN,  RiOHABD  Fbanoib,  F.RC.S.,  Surgeon  St.  Vincent's  Hospital, 
69  Stephen's-green,  Dublin. 

1886  Tbubll,  H.  p.,  M.B.,  J.P.,  Clonmannon,  Ashford,  Co.  Wicklow. 

t  TwBBDT,  Hbnbt  CoLPOTB,  M.D.,  F.RC.S.,  Phymdan  Steevens' Hospital, 

2  Grardiner's-row,  Dublin, 
t  XJsHBB,  IsAAO  William,  L.RC.S.,   Medical   Officer  Dundrum  No.  1 

Dispensary,  Rathdown  Union,  Tudor  House,  Dundrum,  Co.  Dublin. 

t  Wabd,  Mortoombbt  Albbbt,  M.D.,  F.RCS.,  Surgeon  to  Mercer's 
Hospital,  Physician  to  Maison  de  Sant^  9  Rathmines-road,  Dublin. 

1887  Wbbt,  Wm.  F.,  L.K.Q.C.P.,  L.RC.S.,  WestfLelds,  Newport,  Salop. 

t  Whabton,  Jambs  H.,  M.B.,  F.RC.S.,  Surgeon  Meath  Hospital,  Hospital 

for  Inourahles,  28  Upper  Metxion-street,  Dublin, 
t  Whbelbb,  William  Ibbland,  M.D.,  F.RCS.,  Surgeon  City  of  Dublin 

Hospital,  82  Merrion-square^  North,  Dublin. 

1888  Williams,  Dayid  Mabk,  L.K.Q.CP.,  M.RC.aE.,  Physician  Liverpool 

Hospital  for  Consumption  and  Diseases  of  the  Chest,  68  Shaw-street, 
LiyerpooL 
t  Wbioht,  Edwabd  Pbbobyal,  MD.,  F.RCS.,  Pft>fessor  of  Botany  and 
Keeper  of  Herbarium  Dublin  University,  Kilrock  House^  Howth,  and 
6  Trinity  College,  Dublin. 

1887  Tbatbb^  G.  Wtouf,  MB.,  Surgeon  Dental  Hospital  of  Ireland,  27  Lower 
Baggot-street,  DubUn. 
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MEMBERS. 

t  BoTOi,  Jos.  W.,  M.B.,  Medical  Officer  Blackrook  DiBpensaiy  DiBtrict, 
Blfkckrook,  Co.  Dublin. 

1887  Btbni,  Louis  A.,  L.K.Q.C.P.,  L.R.C.S.,  27  Oom-nuurket,  Dublin. 

1887  CoPi»  Gbo.  Patbioz,  L.K.Q.O.P.,  L.R.C.S.,  Afldstont  Resident  Medical 
Soperintendenty  Richmond  District  Lunatic  Asylum,  Xorth  Brons- 
wick-street,  Dublin. 

t  Dayts,  Fbank  J.,  F.R.G.S.,  Medical  Officer  Swords  and  Donabate 
Diapensary  and  Constabulary,  Swords,  Co.  Dublin. 

t  Dblahotdb,  J.  O'COKNBLL,  L.R.C.S.,  Medical  Officer  No.  2  District 
Korth  Dublin  Union,  55  Rutland-square,  Dublin. 

1884  Dillon,  Paul  Robsbt,  L.KQ.C.P.,  7  Caveadish-row,  Dublin.    [1] 

1887  Elliott,  Gbo.  Blaokbb,  L.R.C.S.,  Resident  Sui^eon  Richmond  Hospital, 
Dublin. 

1885  GiBBS,  RioHABD,  L.R.C.S.,  Medical  Officer  Coolock  Dispensary  District, 

Winstonyille,  Fairview,  Co.  Dublin. 

1884  GoBDOH,  S.  T.,  M.B.,  The  Depot,  Phooniz  Park,  Dublin. 

1884  Haddev,  David  R.  H.,  L.R.C.S.,  8  Castlewood-avenue,  Dublin. 
1887  HxVBT,  John  P.,  M.B.,  B.Ch.,  Demonstrator  of  Anatomy  Carmichael 
College,  10  Grardiner's-place,  Dublin. 

1886  KlVNiDT,  J.  M.  Pbiob,  L.R.C.S.,  Prison  Surgeon,  TuUamore,  King's 

County. 

1887  Ketb,  John,  L.R.C.S.,  Whitehall  House,  South  Circular-road,  Portobello, 

Dublin. 

1887  Lbnnon,  E.  E.,  L.K.Q.C.P.,    Assistant  Physician    Meath  Hospital, 

80  Harcourt-street,  Dublin. 

1888  M'Dbbmott,  P.  A.,  F.R.C.S.,  85  Upper  George's-strBet,  Kingstown. 

t  Mobbooh,  Gboboe,  M.D.,    M.R.O.S.,   Retired  List,  Madras  Army, 
United  Service  Club,  Dublin. 

t  MTLB9,  Wm.  Zaohabt,  L.F.P.S.,  Glasgow,  Assistant  Medical  Superin- 
tendent, Richmond  Lunatic  Asylum,  Dublin. 
1888  Mylbs,  Thomas  W.,  L.R.C.P.  Ed.,  Resident  Apothecary,  House  of 
Industiy  Hospitals,  Dublin. 

1887  Neabt,  B.  J.,  L.K  Q.C.P.,  L.R.C.S.,  Medical  Officer  Howth  and  Baldoyle 
Dispensary  District,  1  Yictoria-teirace,  Howth,  County  Dublin. 

1885  CKeill,  E.  J.,  M.D.,  6  Cavendish-row,  Dublin. 

+  Owens,  Sib  Gbobob  B.,  M.D.,  126  Lower  Baggot-street,  DubUn. 
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1886  RiDicOHD,  T.  O'CoHNiLL,  L.K.Q.O.P^  22  Yiotoria-street,  South  GirooUr- 

road,  Dublin. 

1885  Bedlbt,  Geobob  P.,  L.R.C.S.,  L.K.Q.O.P.,  Surgeon  King's  County 
Infirmary,  Tallamore^  KJng'a  County. 

1887  Robinson,  — ,  Sorgeon-M&jor,  Dublin. 

1885  BuTHBBFOBD,  Wm.,  M.D.,  F.R.C.P.  Edin.,  YiaitiDg  Physician  District 
Lunatic  Asylum,  Ballinasloe. 

1885  Shaw,  Jambs,  L.RC.S.,  98  Talbot-street,  Dublin. 

t  Spbbdt,  Albbbt  O.,  L.B.G.P.  Ed.,  Medical  Officer,  No.  8  Dispensary 
District,  North  Dublin  Union,  28  North  Frederick-street,  Dublin. 

1884  Stbahan,  Michael,  L.R.C.S.,  Medical  Officer,   No.    2    North    City 
Dispensary  District,  38  Rutland-square,  Dublin. 

1886  Tate,  D.  D.,  junr.,  L.K.Q.C.P.,  Assistant  Medical  Officer  Mountjoy 

Convict  Prisoo,  Dublin. 

t  Tatlob,  Alex.,  M.D.,  L.K.Q.C.P.,  8  Botanic-view,  Glasnevin. 

1887  Thompson,  W.  H.,  M.D.,  M.Ch.,  Demonstrator  of  Anatomy,  Trinity 

College,  Lower  Baggot-street. 

t  White,  Wm.   Dudley,    L.B.C.S.,    Medical  Officer,  No.  8  Dispensary 
District,  North  Dublin  Union,  51  Rutland-square,  Dublin. 

1887  Willis,  Thos.,  M.D.,  84  Upper  Ormond-quay,  Dublin 

1887  Wynne,  Geo.  KESBirr,  M.D.,  M.Ch.,  77  Aungier-street,  Dublin. 


STUDENT  ASSOCIATES, 

M'Donooh,  v.,  Dublin. 

ToiTNa,  R.  S.,  86  South  Richmond-street,  Dublin. 


RtJLES. 


1.  The  nune  ihall  be,  ** Botal  Aoadsmt  of  Mkdioiks  in  Ibsland."  (1887.) 

ChraHiution. 

2.  The  Academy  thaU  oonaiBt  of  Fellowi,  Honorary  Fellows,  Members,  and 
Student  Aseodates. 

MdnttfftiMnt, 

8.  The  affairs  shall  be  managed  by  a  Council,  consisting  of  the  President, 
the  six  Presidents  of  Sections^  the  G^eral  Secretary  and  Treasurer,  the  Secre- 
tary for  Foreign  Correspondence,  six  Secretaries  of  Sections,  and  eight  Coun- 
cillors, being  two  representatives  from  the  Medical,  Surgical,  Obstetrioal,  and 
Pathological  Sectional  Councils  respectiyely. 

MeeiingB. 

4.  The  Meetings  shall  be  Qeneral  and  Ordinary. 

PuhlieaUon  of  **  Trantaetiona" 

5.  The  **  Transactions"  shall  be  published  by  the  Council,  subject  to  the  pro 
yisaons  hereinafter  contained. 

Original  FeUows  and  Memherg. 

6.  All  the  Members  of  the  present  Societies  (Medical,  Surgical,  Obstetrical, 
and  Pathological)  shall  be  Original  FeUows  or  Members,  without  entrance  fee, 
on  payment  of  the  annual  subscription  on  or  before  81st  December,  1882.* 

FeUows. 

7.  Fellows  of  the  King  and  Queen's  College  of  Physicians  in  Ireland,  and  of 
the  Boyal  College  of  Surgeons  in  Ireland,  shall  be  admitted,  without  ballot,  on 
payment  of  the  entrance  fee  and  the  subscription  for  the  current  year.  All 
others,  being  Registered  Medical  Practitioners  not  directly  or  indirectly  engaged 
in  the  sale  of  drugs,  shall  be  proposed  by  two  Fellows,  and  elected  by  ballot  by 
the  Council 

8.  Candidates  shall  be  proposed  at  one  Meeting  of  the  Council,  and  balloted 
for  at  the  next — one  black  bean  in  four  to  reject. 

Prmleget  of  FeUows, 

9.  Fellows  only  shall  be  eligible  for  office  in  the  Academy.  They  shall  have 
the  privilege  of  attending  all  Meetings  of  the  Academy,  of  making  Communi- 
cations, and  of  voting  and  speaking  at  such  meetings.  They  shall  also  receive 
a  copy  of  the  "Transactions." 

•  Thoae  who  have  paid  a  Life  Sabscription  to  vaj  of  the  above  Societies  will  be  admitted  to 
the  privilege  of  FeUows  on  payment  of  Member*!  sabeerlptton. 
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10.  These  privifegeB  «hall  not  be  ezerczied  by  any  Fellow  in  arrear  with  his 
Babsci^ttion. 

Honorary  Fdhw$. 

11.  Honorary  FeDowa,  limited  in  number  to  25,  may  be  nominated  by  the 
Coanci],  and  elected,  on  motion  at  a  Greneral  Meeting  of  the  Academy  by  a 
majority  of  at  least  two-thirds  of  those  present  and  voting- 

12.  Any  Begistered  Medical  Ftactitioner  may  be  elected  as  a  Member,  the 
election  to  be  oondnoted  in  the  same  manner  as  that  of  Fellows. 

PrwiUgu  of  Members. 

18.  Members  shall  have  the  privilege  of  attending  the  Ordinary  Meetings  of 
the  Academy,  of  making  Gommnnications,  and  of  taking  part  in  debate.  They 
can  purchase  the  **  Transactions  "  at  cost  price. 

36udeni  Asiociake. 

14.  Registered  Medical  Students,  of  the  third  or  snbseqnent  years,  may  be 
elected  as  Stadent  Associates  in  the  same  manner  as  the  Members. 

16.  Stadent  Assodates  shall  have  the  privilege  of  attending  the  Ordinary 
Meetings  of  the  Academy. 

AiMwU  Subseription, 

16.  Fellows  shall  pay  £2  2s.,  and  Members  £1  Is.  Stadent  Associates  shall 
pay  5s.  The  Subscription  shall  become  due  on  the  Ist  of  October  in  each  year, 
and  if  the  Subscription  be  not  paid  on  or  before  the  first  Meeting  in  February, 
the  defaulter  shall  oease  to  belong  to  the  Academy,  unless  the  delay  shall  be 
accounted  for  to  the  satisfaction  of  the  CounciL  No  Fellow  shall  vote  at  the 
Annual  G^eral  Meeting  who  has  not  paid  his  subscription  for  the  year. 
Medical  Officers  of  the  Army  and  Navy,  and  Begistered  Medical  Practitioners 
not  residing  within  15  miles  of  Dublin,  are  eligible  as  Fellows  of  the  Academy 
on  payment  of  the  entrance  fee,  and  an  annual  Subscription  of  £1  Is. 

BniiraneeFee, 

17.  After  admission  of  Original  Fellows,  all  Fellows  shall  pay  an  entrance 
fee  of  £1  Is. 

CouneU. 

18.  The  Council  shall  meet  on  the  first  Wednesday  in  the  month  throughout 
the  Session,  or  oftener  should  they  see  occasion — five  to  form  a  quorum. 

19.  Notice  of  all  Extraordinary  Meetings  shall  be  transmitted  by  the  Secre- 
tary to  every  Member  of  the  CoundL  The  President  or  any  five  Members  of 
Council  may  call  an  Extraordinary  Meeting  of  the  Council.  The  Council  shall 
determine  questions  by  vote,  or  by  division  if  so  demanded,  the  President  having 
a  casting  vote  only.  Any  regulation  of  the  Council  shall  have  the  force  of  a  law, 
until  submitted  to  the  next  General  Meeting.  The  Council  shall  have  the 
power  of  filling  up  any  vacancies  which  may  occur  in  the  list  of  Officers  of  the 
Academy,  except  that  of  President,  before  the  Annual  General  Meeting.  If  a 
vacancy  in  the  office  of  Preeid«nt  should  occur,  the  General  Council  shall 
summon  a  Special  Goneral  Meeting  of  the  Academy  to  fill  such  vacancy.   (1 888.) 
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20.  There  Bhall  be  six  Sectional  Coxmcils  elected  by  the  Aiuraal  General 
Meeting  in  October,  termed  respectively — ^the  Medical,  the  Surgical,  the  Obste- 
trical, and  the  Pathological,  the  State  Medicine^  and  the  Anatomical  and 
PhyBiological  OoonoilB. 

21.  No  Fellow  shall  be  eligiUe  as  a  candidate  for  election  on  more  than 
two  Sectional  Councils,  but  no  Fellow  shall  be  eligible  as  a  candidate  for  elec- 
tion on  both  the  Medical  and  Surgical  Sectional  CoundLi.    (1888.) 

22.  Each  Sectional  Council  shall  consist  of  the  President  of  the  Section  and 
ten  Members,  one  of  whom  shall  act  as  Secretary  to  the  Section  ;  except  the 
State  Medicine  and  Anatomical  and  Physiological  Councils,  which  shall  each 
consist  of  a  President  and  six  Members.    (1888). 

Meetings  of  Sectional  CoundU, 

28.  Each  Sectional  Council  shall  meet  on  a  fixed  day  at  least  one  week 
before  the  Ordinary  Meeting  of  their  Section,  three  to  form  a  quorum. 

Powers, 

24.  Each  Sectional  Council  shall  have  the  power  of  making  any  such  arrange- 
ments as  it  thinks  necessary  to  carry  on  the  work  of  the  Ordinary  Meetings 
which  are  under  its  charge,  provided  that  such  arrangements  do  not  interfere 
with  the  general  laws  of  the  Academy ;  and  any  Rules  laid  down  by  such 
Council  shall  have  the  force  of  laws  at  the  Ordinary  MeetingB  under  its  charge, 
until  submitted  to  the  General  CounciL 

26.  Each  Sectional  Council  shall  have  the  power  of  filling  up  any  vacancies 
that  may  occur  among  its  Members  until  the  Annual  General  Meeting. 

Committee  of  Rrferemce, 

26.  The  Council  shall  appoint  a  Committee  of  Reference,  to  report  upon 
morbid  growths  and  other  specimens  exhibited  before  the  Academy ;  of  this 
Committee  the  Exhibitor  shall,  for  the  occaaion,  be  a  Member. 

Officers, 

27.  A  President,  to  be  elected  by  the  Annual  General  Meeting  in  October, 
and  to  hold  office  for  three  years. 

28.  The  Presidents  of  the  Colleges  of  Physicians  and  Surgeons  for  the  time 
being  shall  be  the  Presidents  of  the  Medical  and  Surgical  Sections.  The 
Presidents  of  the  other  Sections  shall  be  elected  by  the  Fellows  at  the  Annual 
General  Meeting,  and  shall  hold  office  for  two  years.    (1888.) 

29.  One  General  Secretary  and  Treasurer  to  be  elected  at  the  Annual 
General  Meeting. 

80.  It  is  expedient  that  a  fixed  salary  (of  one  hundred  guineas)  shall  be 
paid  yearly  to  the  General  Secretary  in  consideration  of  the  fact  that  the 
editing  of  the  **  Transactionfl"  is  part  of  his  duties. 

81.  One  Honorary  Secretary  for  Foreign  Correspondenoe  to  be  elected  at  the 
Annual  General  Meeting.    (1888.) 
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82.  The  Conncillon  for  each  Section  to  be  elected  at  the  Animal  Greneral 
Meeting.  Each  Sectional  Council  shall  elect  two  Members  to  act  on  the 
General  Coondl,  except  in  the  case  of  the  Sections  of  State  Medicine  and 
Anatomy  and  Fhysiology.    (1888.) 

88.  Two  Members  in  each  Sectional  Council  shall  retire  annually,  and  be 
ineligible  for  re-election  for  one  year. 

84.  Six  Secretaries,  one  for  each  Section,  to  be  appointed  by  the  Sectional 
Councils. 

85.  At  all  elections  after  the  year  1882,  any  Fellow  desirous  of  nominating 
a  candidate  for  election  on  any  of  the  Sectional  Councils  shall,  at  least  one 
fortnight  before  the  Annual  General  Meeting,  forward  an  application  to  the 
General  Secretary  to  enter  the  name  of  such  Fellow  on  the  list  of  candidates 
for  the  office  of  Councillor  of  that  Section,  provided  that  the  Fellow  so  nomi- 
nated  shall  have  consented  to  act.    (1886.) 

36.  That  all  elections  shall  be  by  ballot. 

DuUes  of  Officers. 

37.  The  President  shall  preside  at  the  Annual  and  Special  Greneral  Meetings 
and  at  General  Council  Meetings.  In  the  absence  of  the  President,  the  Chair- 
man shall  be  appointed  by  the  meeting.     (1888.) 

88.  The  Presidente  of  Seetiont  shall  preside  at  the  Ordinary  Meetings  of  the 
Academy,  and  shall  also  preside  at  the  Sectional  Council  Meetings.  In  the 
absence  of  the  President,  the  Chairman  shall  be  appointed  by  the  Meeting.  (1888). 

89.  The  Oeneral  Secretary  shall  attend  all  Greneral  Meetings  of  the  Academy 
and  Greneral  ConndL  He  shall  take  minutes  of  such  meetings,  to  be  read  at 
the  following  meeting. 

40.  He  shall  receive  and  have  charge  of  all  papers  intended  for  publication 
in  the  "  Transactions  "  of  the  Academy,  after  they  have  been  handed  over  to 
him  by  the  Secretaries  of  the  several  Sectiona. 

41.  He  shall,  on  receiving  notice  from  the  Secretary  of  a  Section,  send  out 
to  all  the  Members  notices  of  the  title  or  titles  of  the  paper  or  papers  for  the 
next  Ordinary  Meeting,  with  the  name  or  names  of  the  authors,  and,  so  far  as 
possible,  of  the  subjects  for  Exhibition,  with  the  names  of  the  Exhibitors. 

42.  He  shall  arrange  for  the  Exhibition  of  specimens  and  the  reading  of 
papers,  which  are  forwarded  to  the  Academy  by  those  who  are  absent,  or  are 
not  members. 

48.  The  Greneral  Secretary  and  Treasurer  shall  receive  all  moneys,  and  lodge 
the  same  in  bank  to  the  account  of  the  Academy,  and  all  cheques  shall  be 
signed  by  the  Treasurer  and  one  other  Coxmcillor. 

44.  The  Accounts  shall  be  audited  by  two  Fellows,  not  Members  of  Council,  to 
be  appointed  by  the  President  at  some  meeting  previous  to  the  Annual  Meeting. 

JhOiUe  of  Seeretariee  of  SecHone, 

45.  To  attend  the  Meetings  of  the  Council  of  the  Section  and  the  Ordinary 
Meetings  of  the  Academy,  under  the  management  of  said  Council,  and  to  take 
minutes  at  such  meetings,  to  be  read  at  the  nextfoUowing  meetiag-of  that  Section. 
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46.  To  keep  suoh  papen  u  the  Sectional  GooncUfl  deem  worthy  of  pabli- 
cation,  for  the  purpose  of  handing  them  over  to  the  General  Secretary. 

47.  To  inform  the  Secretary  of  the  Committee  of  Reference  of  any  spedmeni 
referred  to  that  Committee,  and  to  transfer  the  spedmens  to  that  Secretaiy. 

48.  To  giye  notice  to  the  (General  Secretary,  one  week  previously  to  the  meet- 
ing, of  the  titles  of  papers  for  the  evening,  the  names  of  Uie  authors,  and,  so  far 
as  possible,  the  objects  for  Exhibition,  with  the  names  of  Exhibitors,  so  that 
the  General  Secretary  may  inform  the  Members. 

Meetmgi. 

49.  The  Annual  General  Meeting  to  take  place  on  the  last  Friday  in 
October,  for  the  election  of  Officers  and  Members  of  Council,  and  for  the 
general  business  of  the  Academy. 

50.  Due  notice  of  the  meeting  shall  be  given  by  the  Secretary  to  all  members 
one  fortnight  previously,  and  the  names  of  Candidates  proposed  for  office  must 
be  in  the  hands  of  the  Secretary  one  week  before  the  meeting. 

51.  No  motion  involving  a  change  of  these  Rules  shall  be  brought  before  this 
meeting  except  one  week's  notice  thereof  shall  have  been  given  by  the  Secretary 
to  each  Member. 

52.  The  President  may^and  shall  forthwith,  on  receiving  a  requisition  signed 
by  seven  Fellows,  at  any  time— on  giving  one  week's  notice,  summon  a  Special 
General  Meeting,  for  the  consideration  of  particular  business,  the  nature  of 
which  must  be  specified  in  the  letter  of  summons  convening  the  meeting,  and 
at  such  meeting  no  other  business  can  be  transacted.  In  the  event  of  the 
President  being  unable,  from  any  cause,  or  declining,  to  summon  a  Special 
General  Meeting  of  the  Academy,  it  shall  be  in  the  power  of  the  General 
Council  to  summon  such  meeting.    (1888.) 

Ordmary  MeeUngt, 

58.  The  conmmnications  to  be  submitted  to  the  Ordinary  Meetings  shall  be 
grouped  under  the  following  heads  : — Medicine,  Surgery,  Pathology,  Obstetrics, 
State  Medicine,  and  Anatomy  and  Physiology  ;  and  the  conduct  of  such  meet- 
ings shall  be  in  the  hands  of  the  several  Sectional  Councils,  each  Sectional 
Council  to  have  the  management  of  the  Ordinary  Meeting  in  rotation,  as 
arranged  by  the  General  CoundL    (1888.) 

54.  The  Ordinary  Meetings  shall  be  held  on  every  Friday  evening,  from  the 
first  Friday  in  November  until  the  last  Friday  in  May,  inclusive,  at  eight 
o'clock,  except  during  the  Christmas  and  Easter  recesses. 

55.  All  Fellows,  Members,  and  Student  Associates  attending  the  meetings, 
shall  write  their  names  in  the  attendance  book. 

56.  Any  Fellow  or  Member  may  introduce  two  Visitors  by  cards  obtained 
from  the  Sectional  Secretaries. 

57.  Officers  of  the  Army  or  Navy  Medical  Departments  shall,  on  presenting 
their  cards,  be  admitted  to  the  Ordinary  Meetings  of  the  Academy. 

58.  No  communication  shal  exceed  twenty  minutes  in  its  delivery,  nor  any 
speech  thereon  ten  minutes,  except  by  permission  of  the  Chairman.  No  one 
shall  speak  twice  upon  the  same  communication,  except  the  author,  who  has 
the  right  of  reply. 
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OrtUnary  Medimgi, — Order  of  Burineti. 

59.  (1.)  Chair  to  be  taken  at  8  80  p.iiL 

(2.)  Ghainnan  to  read  list  of  specimeiiB,  &a,  exhibited  by  card,  together 
with  the  names  of  the  Exhibitors. 

(8.)  No  Pathological  Spedmen  shall  be  exhibited  at  any  Section  other 
than  the  Pathological  and  Obstetrical,  except  by  card.  This 
Exhibition  shall  not  exdnde  any  sabeeqnent  oommiinication 
regarding  it  at  the  Pathological  Section. 

(4.)  There  shall  be  no  Exhibition  of  Specimens  by  card  in  the  Obstetrical 
or  Pathological  Sections. 

(5.)  Any  member  shall  have  liberty  to  exhibit  any  recent  specimen  at 
any  of  the  meetings  of  the  Obstetrical  Section,  provided  it 
illustrates  any  question  it.  gynieccdogy. 

(6.)  At  the  meetings  of  the  Obstetrical  Section  recent  specimens  may  be 
exhibited,  and  the  President  shall  invite  discussion  thereon,  pro- 
vided that  such  exhibition  of  specimens  or  discussion,  if  any, 
thereon,  must  terminate  at  9  o'clock,  p.m.,  but  that,  if  necessary, 
they  may  be  resumed  after  the  papers  for  the  evening  have  been 
read  and  discussed. 

(7.)  Chairman  to  ask  if  any  member  has  any  observations  to  make  or 
motion  to  propose  relative  to  any  living  specimen  on  the  List  of 
Exhibition. 

(8.)  Chairman  to  call  upon  the  author  of  the  first  paper  on  the  list  to 
read  his  paper. 

(9.)  Chairman  to  call  upon  members  to  discuss  the  paper,  or,  at  his  dis- 
cretion, to  take  any  other  paper  or  papers  on  the  list  relating  to 
the  subject,  and  have  the  discussion  subsequently  on  all  such 
papers  collectively. 

(10.)  When  the  last  paper  has  been  discussed,  the  Chairman  to  ask  if 
any  member  desires  to  speak  upon  any  of  the  specimens  exhibited 
by  card. 

(11.)  After  the  discussion  upon  any  specimen,  the  Exhibitor  has  the  right 
of  reply. 

RtguloHon*  rega/rdifng  the  SxhibUion  of  SpecifneM  by  Card. 

60.  (1.)  Any  member  may  exhibit  by  card  at  any  Ordinary  Meeting,  except 

at  the  meeting  of  the  Pathological  and  Obstetrical  Sections.  At 
the  meetings  of  the  Pathological  all  specimens  must  be  presented 
and  described  viva  voce^  and  debate  may  be  invited  thereon. 

(2.)  Notice  shall,  if  possible,  be  given  to  the  Oeneral  Secretary,  or  the 
Secretary  of  the  Section,  on  or  before  the  previous  Ordinary 
Meeting. 

(3.)  Specimens  must  be  in  the  room  at  7  45  on  the  night  of  Exhibition. 

(4.)  Spedmens  for  Exhibition  by  card  shall  be  open  for  inspection  at 
8  p.m. 
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(5.)  A  card,  oontaining  all  particalara  for  publication,  shall  be  placed 
with  the  Specimen.  Cards  for  this  purpose  are  to  be  obtained 
from  the  Secretary. 

(6.)  The  Exhibitor  should  be  present,  and  he  shall  furnish  further 
details  if  asked  for. 

(7.)  Every  Exhibitor  shall  submit  the  Specimen  or  Specimens  on  view  to 
the  Committee  of  Beferenoe,  if  the  meeting  so  decide. 

Exhibition  of  Pathological  Specimens, 

61.  No  lengthened  reference  to  treatment  shall  be  allowed  upon  any  Speci- 
men, except  by  the  express  permission  of  the  Chairman. 

By-lawi  concerning  **  Tranaadtiont,  " 

62.  The  *'  Transactions  "  shall  consist  of  such  Communications  made  to  the 
Academy  by  or  through  Fellows  or  Members  as  may  be  deemed  by  the  Greneral 
Council  suitable  for  publication  ;  also,  of  discussicis  of  importance  or  interest 
arising  out  of  such  Communications. 

63.  All  Communications  accepted  by  the  Academy  become  the  property  of 
the  Academy,  but  authors  may  also  print  their  Communications  in  any  pub- 
lication in  addition  to  the  ''Transactions."  Papers  shall  be  handed  to  the 
Secretary  of  the  Section  immediately  after  they  have  been  read. 

64.  The  "Transactions  "  for  the  year  shall  be  presented  to  all  Fellows  of  the 
Academy  who  have  paid  their  Annual  Subscriptions. 

65.  The  "  Transactions  "  may  be  purchased  by  Members  at  cost  price. 

66.  The  Publication  Committee  of  each  Section  shall  meet  not  later  than 
the  Tuesday  after  each  meeting  of  the  Section,  for  the  purpose  of  abstracting 
the  proceedings — the  abstract  to  be  placed  in  the  printer's  hands  on  same 
evening,  and  forwarded  to  the  editors  of  medical  journals  with  the  least 
possible  delay.    (1888.) 

67.  Contributors  of  papers  are  requested  to  send  their  papers  to  the  Academy 
printer  early  enough  to  aUow  of  their  being  put  in  tyx>e  before  the  meeting, 
and  read  in  proof.     (1888.) 

68.  That  on  the  evening  of  the  day  of  meeting  of  the  Sectional  Council, 
when  the  papers  for  the  next  meeting  have  been  decided  upon,  a  circular  be 
sent  to  each  contributor  informing  him  : — 

(1.)  That  he  is  expected  to  be  ready  or  else  take  his  place  at  the  bottom 
of  the  list. 

(2.)  That  he  must  have  an  abstract  ready  with  his  paper,  otherwise  he 
will  be  noted  in  the  puUished  proceedings  in  such  form  as  the 
Publication  Committee  think  fit. 

69.  The  Greneral  Council  is  empowered  to  defray  the  expenses  in  whole  or 
in  part  of  any  illustrations  which  it  may  consider  advantageous  to  the  eluci- 
dation of  the  papers  published  by  the  Aoftdemy. 


Rules.  xudii 

70.  An  abstract  (prepared  by  the  author)  of  each  oommonication  made 
at  the  Academy,  along  with  a  report  of  the  diacaaaions  thereon,  shall  be  fur- 
nished to  the  editors  of  such  medical  journals  as  may  desire  to  publish  them, 
and  the  authors  of  such  communications  shall  be  empowered  to  publish  their 
papers  in  extemo  in  any  periodical  or  periodicals  they  may  think  fit,  such 
communications  also  to  appear  in  the  ''Transactions,"  provided  the  CJouncil 
consider  them  worthy  of  insertion. 

ExpuUion  of  Fdlow  or  MtmJber, 

71.  Expulsion  of  a  FeUow  or  Member  can  take  place  only  at  a  (General 
Meeting  of  the  Academy,  on  the  motion  of  the  Council,  if  two-thirds  of  the 
Members  present  shall  vote  for  the  same  by  ballot.  Of  such  ballot  the  CooncQ 
must  give  at  least  fourteen  days'  notice  in  writing  to  every  FeUow  of  the 
Academy. 

New  Loam, 

72.  New  Laws,  or  alterations  in  eTisting  Laws,  can  be  proposed  only  at  the 
Annual  General  Meeting.  Any  Fellow  proposing  such  alteration  shall  give 
notice  to  the  Greneral  Secretary  at  least  ten  days  before  the  Qeneral  Meeting 
in  October. 


REPOBT. 


Thb  General  Conndl  have  to  report  that,  although  Trom 
death  and  other  causes  the  Academy  taa  snffered  losses  in  its 
nnmhers  during  the  year,  the  accesnons  of  new  Fellows  and 
Members  have  maintained  the  roll  at  abont  the  same  number 
as  formerly. 

They  had  the  utmost  satisfaction  in  paying  to  the  Recep- 
tion Conmiittee  in  connection  with  the  visit  of  the  British 
Medical  Asaociation,  One  Hundred  Guineas,  as  ordered  by 
the  last  Ordinary  General  Meeting.  The  Academy  has  thus 
been  able  to  take  position  with  the  other  Medical  bodies 
which  contributed,  and  to  pve  proof  of  its  deare  and  power 
to  aesist  in  the  fnrtherance  of  science. 

At  a  Special  General  Meeting  held  on  26th  April,  1887, 
a  resolution  was  passed  directing  that  an  Address  of  congra- 
tulation should  be  presented  to  Her  Gracious  Majesty  on  the 
occasion  of  her  Jubilee.  The  Council  carried  out  the  direc- 
tion of  the  Fellows,  and  the  Address  having  been  forwarded. 
Her  Majesty  was  graciously  pleased  to  receive  it. 

At  the  same  Meeting,  it  was  ordered  that  application 
should  be  made  for  permission  to  use  the  word  "  Koyal " 
before  the  present  title  of  the  Academy.  A  short  history  of 
the  Academy,  its  rules,  and  the  "Transactions"  were  forwarded 
with  the  application,  and  the  Council  have  great  pleasure  in 
informing  the  Fellows  that  Her  Majesty  has  been  pleased  to 
Commwid  that  the  Academy  shaU  henceforth  be  known  as 
'  The  Royal  Academy  of  Medicine  in  Ireland."  The  follow- 
ing letter  has  been  received  from  the  Under-Secretary  :— 

DcBLm  CABTI.E, 

f  J^T  **"     ^"^^  ^y  ^^^  ^^  lieutenant  to  acquaint  you, 
the  Petition  which  you  put  forward  on  their  behalf,  praying  for 


kvriYir^ivi 


H 


Report 

permission  to  adopt  the  title  ^'  Royal "  in  the  name  of  the  Academy, 
was  duly  transmitted  to  the  Secretary  of  State  for  the  Home 
Office  for  submission  to  the  Queen,  with  His  Excellency's  recom- 
mendation that  the  prayer  of  the  Petition  should  be  acceded  to ; 
and  I  have  now  to  inform  you  that  a  letter  has  been  received  from 
Mr.  Secretary  Mathews,  stating  that  he  has  had  the  honour  to  lay 
the  Petition  in  question  before  the  Queen,  and  that  Her  Majesty 
has  been  graciously  pleased  to  accede  to  its  request,  and  to  com- 
mand that  the  Academy  shall  be  called  ^^  The  Royal  Academy  of 
Medicine  in  Ireland." 

I  am,  Sir, 

Your  obedient  Servant, 

REDVERS  BULLER. 
W.  Thomson,  Esq.,  F.R.C.S.I., 

General  Secretary  to  the  Royal  Academy  of  Medicine. 

As  this  will  involve  a  change  of  Rule  I.,  the  Council  sug- 
gest that  it  shall  be  changed  accordingly. 

The  General  Treasurer  has  represented  to  the  Council 
that  it  would  be  more  convenient  if  the  duties  of  his  office 
were  undertaken  by  the  General  Secretary.  At  present  a 
considerable  correspondence  between  the  two  officers  is  neces- 
sary, and  much  time  and  expense  would  be  saved  if  the 
offices  were  amalgamated.  The  Council  having  discussed 
this  matter  with  the  officers  referred  to,  are  of  opinion  that 
such  a  change  is  advisable,  and  they  suggest  that  the  neces- 
sary alteration  shall  be  made  in  the  Rules. 

The  Council  hope  that  the  Academy  will  continue  to  in- 
crease in  numbers.  They  specially  desire  to  see  the  list  of 
Student-Associates  increased,  and  they  beg  to  impress  on  the 
Fellows  the  importance  of  enlisting,  as  soon  as  possible,  the 
sympathies  of  those  to  whom  in  the  future  the  Academy 
must  look  for  support. 

ROBERT  MCDONNELL,  PrendefU. 
W.  THOMSON,  Qeneral  Secretary. 
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TRANSACTIONS 


OF  THB 


EOYAL  ACADEMY  OF  MEDICINE  IN  IRELAND. 


SECTION   OF   MEDICINE. 


CASE    OF    LYMPHADENOMA. 
Br  WILLIAM  M.  A.  WRIGHT,  B.A.,  M.D.,  Univ.  Dcbu; 

[Read  in  the  Section  of  Medicine,  November  18,  1887.] 

Lymphadexoma  is  one  of  those  rare  diseases  of  childhood  which 
only  occasionally  come  under  the  notice  of  the  practitioner  in  this 
country,  and  as  during  the  past  summer  I  had  under  my  care  a 
case  of  it  which  presented  some  special  points  of  interest,  I  thought 
it  might  be  worthy  of  bringing  under  the  notice  of  the  Medical 
Section  of  this  Academy. 

Cask. — On  the  26th  of  April,  1887, 1  was  asked  to  see  Alice  F., 
aged  twelve  years  and  four  months,  of  whom  I  was  given  the  fol- 
lowing history : — She  was  the  child  of  healthy  country  people,  her 
father  being  a  middle-aged  man,  her  mother  a  young  woman.  There 
was  no  instance  of  hereditary  disease  on  her  father's  side,  but  there 
had  been  one  case  of  consumption  in  her  mother's  family. 

Her  father  died  when  she  was  about  five  years  old,  after  a  long 
iUnesa,  beginning  as  a  swelled  leg,  which  gradually  grew  worse,  and 
was  very  painful ;  then  it  was  lanced  by  the  medical  man  in  attend- 
ance. Shortly  afterwards,  the  dressings  getting  displaced,  haemor- 
rhage began,  which  was  not  noticed  for  some  time,  and  he  died  from 
loss  of  blood.    He  had  suffered  occasionally  from  gout.    The  child's 
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mother  is  still  alive  and  healthy.  After  the  death  of  her  father, 
Alice  and  her  sister  lived  with  various  friends  until  January,  1886, 
when  they  were  admitted  into  an  orphan  asylum  in  the  neighbour- 
hood of  this  city,  where  the  sister  still  remains  strong  and  healthy. 

Up  to  December  of  last  year  Alice  was  a  fine,  strong,  rosy  child, 
who  had  safely  passed  through  severe  attacks  of  measles  and  whoop- 
ing-cough ;  but  in  March  of  this  year  a  lady  who  took  a  great  interest 
in  her,  hearing  that  she  was  not  at  all  well,  went  to  see  her  and 
found  her  looking  very  ill,  suffering  from  enlarged  glands  in  her  neck 
and  a  severe  cough.  In  the  beginning  of  April  (the  6th),  as  she  was 
nothing  better  but  rather  worse,  her  friend  moved  her  to  her  own 
house  in  Dalkey,  thinking  that  a  change,  with  good  food  and  nursing, 
would  soon  make  her  well.  On  bringing  her  home  Alice  went  early 
to  bed  and  slept  all  that  evening  and  night,  all  the  next  day  and  all 
the  following  night,  only  rousing  when  awakened  for  food,  and  at 
once  falling  asleep  again.  On  the  second  day  she  was  up  for  five 
hours,  but  was  very  glad  to  get  back  to  bed  and  immediately  fell 
asleep.  At  this  time  the  glands  of  her  neck  were  greatly  swelled. 
After  a  few  days  her  cough,  which  had  been  very  troublesome,  got 
quite  well,  her  appetite  began  to  be  fairly  good,  and  she  enjoyed  her 
food. 

April  10th  she  spent  in  bed  sleeping  all  day,  but  on  the  11th  was 
again  up  for  five  hours. 

On  the  26th  I  saw  her  for  the  first  time.  She  was  lying  in  bed, 
and  appeared  a  bright,  intelligent  child,  with  dark  blue  eyes  and  very 
long  brown  lashes.  On  either  cheek  was  a  bright  malar  fiush,  but 
the  rest  of  her  face,  her  lips,  gums,  and  conjunctivae,  were  markedly 
anaemic.  When  spoken  to  she  answered  in  a  low  whisper,  and  on 
inquiry  I  ascertained  this  was  the  only  way  she  had  used  her  voice 
since  her  illness  began.  At  my  request,  and  by  visibly  making  an 
effort,  she  spoke  a  few  words  in  an  ordinary  tone.  On  examination 
I  found  all  the  glands  on  both  sides  of  her  neck  very  much  enlarged 
and  indurated,  the  glands  in  the  anterior  triangle  being  much  larger 
than  those  in  the  posterior  and  fused  into  a  nodular  mass. 

In  the  thorax,  the  axillary  glands  on  both  sides  were  somewhat 
enlarged,  but  none  felt  bigger  than  a  large  hazel  nut.  Lungs  and 
heart  both  appeared  sound.  The  inguinal  glands  of  both  sides  were 
also  slightly  enlarged,  and  were  tender  to  the  touch,  in  which  par- 
ticular they  differed  from  both  the  cervical  and  axillary.  The  ab- 
domen was  neither  full  nor  retracted,  but  a  peculiar  feeling  of  dry 
roughness  of  the  skin  was  noticeable  all  over  it.     No  enlarged 
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mesenteric  glands  could  be  made  out,  nor  was  there  any  abdominal 
tenderness.  There  was  slight  increase  of  splenic  dulness,  but  the 
edge  of  the  spleen  could  not  be  felt  below  the  ribs.  There  was  no 
increase  in  the  size  of  the  Uver.  The  tongue  was  clean,  but  yery 
red,  with  enlarged  papillsB  visible  all  over  it.  The  pulse  was  110 
and  the  temperature  103^  F.  There  had  been  diarrhoea  for  four 
weeks  before  my  visit,  and  the  drowsiness  referred  to  before  still 
continued,  but  was  not  nearly  so  remarkable  as  at  first.  I  regret 
to  say  that  a  microscopic  examination  of  her  blood  was  never  made. 
April  28th. — I  again  saw  her.  She  was  worse,  suffering  more 
severely  from  diarrhcea.    Pulse  120,  temperature  102*5®. 

May  1st. — ^Diarrhoea  better,  but  temperature  still  high— 103° — 
and  pulse  120. 

May  4th. — ^Alice  much  better ;  voice  stronger ;  diarrhoea  checked ; 
temperature  101°;  pulse  100. 

May  11th. — On  visiting  her  I  found  that  since  last  seeing  her  she 
had  been  going  on  apparently  well,  remaining  up  for  two  or  three 
hours  daily,  most  of  which  time  was  spent  in  the  open  air,  but  her 
pulse  was  120  and  her  temperature  102°.  On  examining  her  I 
noticed  a  discoloration  of  the  skin  on  the  side  oi  the  neck,  just 
above  the  clavicles,  which  I  at  first  thought  was  dirt,  but  a  further 
investigation  soon  satisfied  me  that  it  was  due  to  brown  pigmen- 
tary staining  ;  the  same  coloration  was  also  visible  in  the  skin 
covering  the  axillary  border  of  the  great  pectoral  muscle,  and  on  the 
front  of  the  abdomen  just  over  Poupart's  ligament  on  either  side. 

May  20th. — ^Temperature  102*4°,  pulse  115.  The  glandular  en- 
largements were  not  greater  than  a  month  before,  nor  did  her  strength 
appear  much  impaired,  but  the  pigmentary  staining  had  greatly  ex- 
tended and  become  much  darker.  In  the  neck  it  reached  on  either 
side  nearly  as  high  as  the  ears.  From  the  axillary  margin  it  went 
down  the  arm,  fading  away  about  the  insertion  of  the  deltoid ;  it 
extended  as  high  as  the  clavicle,  and  went  half  way  across  the 
chest  in  front.  The  whole  skin  over  the  abdomen  was  pale  brown, 
the  colour  deepening  into  a  dark  brown  over  Poupart's  ligaments. 
On  either  arm,  between  the  insertion  of  the  deltoid  and  the  elbow, 
were  seen  a  few  scattered  patches,  but  there  was  no  staining  on 
forearms  or  hands.  On  the  legs  there  was  distinct  bronzing  over 
the  patellar  ligaments,  and  on  either  side  of  the  patellae,  but  no  dis- 
coloration elsewhere  except  a  few  small  patches  in  the  outer  and 
upper  surfaces  of  the  thighs,  about  the  size  of  three-penny  pieces, 
similar  to  the  spots  on  the  arm. 
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There  was  not  at  any  time  the  slightest  trace  of  pigmentation  on 
face,  hands,  or  feet,  or  on  any  part  of  the  mucous  membrane  of  the 
mouth.  At  this  time  the  peculiar  dryness  of  the  skin  was  very 
noticeable. 

June  1st. — Saw  her  again,  the  pyrexia  still  marked  ;  the  area  of 
pigmentation  had  not  extended,  but  the  colour  had  deepened.  She 
was  now  beginning  to  lose  flesh  and  strength. 

On  June  8th  my  friend  Dr.  Graves  saw  the  case  with  me.  Her 
condition  was  unaltered  from  my  previous  visit,  but  from  this  date 
she  gradually  grew  w-edcer,  her  appetite  failed  very  much,  and  she 
began  to  complain  occasionally  of  a  pain  in  her  right  side,  and  on 
some  nights  she  coughed  a  good  deal. 

On  June  30th  I  carefully  examined  her  chest,  but  detected  no 
physical  signs  save  a  few  mucous  r^es  at  both  bases.  After  the 
most  careful  percussion  I  failed  to  find  any  evidence  of  enlarged 
mediastinal  or  bronchial  glands. 

All  through  July  she  slowly  got  worse,  her  temperature  never 
faUing  below  102°,  or  her  pulse  below  120,  but  the  pigmented 
surface  did  not  grow  larger  nor  did  the  colour  darken,  nor  was 
there  any  increase  in  the  size  of  the  various  glands.  Early  in 
August  she  began  to  suffer  much  from  headache  and  pain  in  the 
left  ear ;  and  on  the  6th  a  very  foetid  watery  discharge  commenced 
to  flow  from  it ;  and  her  friends  noticed  that,  after  some  dayS)  the 
glands  under  that  ear  appeared  to  diminish  in  size.  From  the  8th 
to  the  10th  of  August  the  pain  in  the  head  was  intense,  but  by 
the  11th  she  had  fallen  into  a  drowsy  semi-comatose  condition,  in 
which  she  continued  until  her  death,  which  occurred  on  the  after- 
noon of  the  16th  of  August.  For  ten  or  twelve  hours  before  death 
her  breathing  exhibited  the  Cheyne-Stokes  rhythm.  Thus  sadly 
terminated  an  illness  lasting  about  seven  months  from  the  first 
appearance  of  any  symptoms.     No  autopsy  was  allowed. 

Remarks, — ^First,  as  to  the  diagnosis.  Commencing  with  enlarge- 
ment of  the  cervical  glands,  and  some  slight  failure  of  health,  one 
can  readily  understand  its  being  considered  merely  an  ordinary  case 
of  scrofula  in  the  institution  where  the  child  first  became  ill,  but 
when  she  came  under  my  care  the  gravity  of  the  case  was  plain 
from  the  pyrexia,  prostration,  and  anaemia. 

On  examination  I  excluded  leukhsemia  for  the  following  rea- 
sons : — 
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1.  The  enlargement  of  the  cervical  glands  was  the  first  symptom 
noticed. 

2.  There  was  only  a  very  slight  increase  in  the  size  of  the 
spleen ;  no  enlargement  of  the  liver ;  no  fulness  or  tenderness  of 
the  abdomen. 

3.  There  was  no  history  of  any  ecchymoses  or  of  any  bleeding 
from  any  part  of  the  body  (nor  was  there  any  sign  of  either  in  the 
subsequent  progress  of  the  case).. 

After  some  consideration  I  was  satisfied  that  I  had  to  deal  with 
the  disease  known  as  lymphadenoma. 

That  there  was  some  increase  in  the  number  of  the  white  cor- 
puscles is  very  probable,  such  generally  occurring  in  these  cases. 

Next,  as  to  the  symptoms  and  physical  signs,  the  first  thing 
worthy  of  note  was  the  character  of  the  cervical  glands ;  they 
formed  a  complete  chain  from  ear  to  ear,  passing  under  the  chin ; 
they  were  nodulated,  and  inseparably  fused  with  each  other,  but 
the  skin  was  movable  over  them ;  they  were  very  hard — a  point 
in  which  true  lymphadenoma  differs  from  the  so-called  lymphatic 
leukhaemia  in  which  the  affected  glands  are  generally  soft  and 
elastic.  The  post-cervical  and  the  other  enlarged  glands  also  re- 
mained hard  and  freely  movable. 

At  no  time  was  the  amemia  very  profound ;  there  was  always  a 
tinge  of  colour  in  the  conjunctivae  of  the  lower  lids  and  in  the 
mucous  membrane  of  the  gums,  though  on  looking  at  the  child  in  bed 
the  most  noticeable  thing  was  the  contrast  between  her  dark  eyes, 
her  bright  malar  flush  (which  continued  almost  to  the  very  end), 
and  the  extreme  pallor  of  the  rest  of  her  face  and  lips.  The  great 
drowsinesa  and  the  disinclination  to  use  her  voice — symptoms  which 
she  never  lost — are  described  by  Dr.  Eustace  Smith  as  very  char- 
acteristic of  the  cachectic  stage  of  this  disease;  so  also  was  the 
peculiar  dry  rough  feel,  with  powdery  desquamation  of  the  skin 
covering  the  abdomen,  to  which  I  referred  in  my  notes. 

The  diarrhoea,  the  cough,  and  the  physical  signs  in  the  lungs 
were  probably  due  to  some  enlargement  of  the  mesenteric  and 
mediastinal  glands  respectively.  But  the  most  interesting  symp- 
tom of   all  was  the  localised  bronzing  of  the  skin,  which  first 
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showed  aboat  three  months  after  the  illness  began,  gradually 
increased  in  intensity  for  six  weeks,  and  then  remained  stationary 
until  the  fatal  termination  of  the  case.  The  pigmentation  was  almost 
altogether  confined  to  the  neck  and  trunk,  and  never  appeared  on 
the  face,  any  part  of  the  mucous  membrane  of  the  mouth,  or  on 
the  hands  or  feet.  I  have  searched  through  such  records  as  the 
limited  time  at  my  disposal  permitted  without  being  able  to  find 
any  account  of  a  similar  case.  I  presume  the  cause  of  the  staining 
must  have  been  the  extension  of  the  disease  to  the%  suprarenal 
capsules — a  complication  which,  in  a  child  of  twelve  and  a  half 
years,  appears  to  be  very  rare. 

A  word  in  conclusion  as  to  the  treatment.  I  got  her  to  take  as 
much  nourishing  food  as  possible.  I  treated  symptoms  as  they 
arose.  I  tried  iron,  iodide  of  potassium,  cod-liver  oil,  and  lastly, 
on  two  occasions,  I  pushed  arsenic  until  constitutional  symptoms 
(the  chief  being  intense  inflammation  of  the  mucous  membrane  of 
the  nose)  warned  me  to  stay  my  hand  for  a  time.  These  symptoms 
came  on  only  after  she  had  taken,  the  first  time  10  ms.  of  liq. 
arsenicalis  three  times  daily  for  three  weeks,  and  the  second  time 
the  same  dose  for  a  fortnight.  I  did  not  try  phosphorus ;  but  no 
treatment  seemed  to  have  any  favourable  effect  on  the  case. 
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It  will  be  within  the  knowledge  of  the  members  of  the  Profession 
that  some  correspondence  has  taken  place  in  the  medical  journals 
of  late  *  on  the  subject  of  "  discoloration  of  the  skin  by  nitrate  of 
silver."  The  gist  of  this  discussion  is  merely  as  to  the  place  of 
entrance  of  the  silver  into  the  body,  for  that  discoloration  of  the 
skin  was  likely  to  follow  the  internal  use  of  nitrate  of  silver  has 
been  known  to  all  since  the  subject  was  brought  before  the  Medico- 
Chirurgical  Society  of  London  by  Dr.  I.  A.  Albei*s,  of  Bremen,  in 
a  paper  read  before  that  body,  November  14,  1815,*^  in  which 
Albers  reported  a  case  of  his  own  along  with  three  others  com- 
municated to  him  by  Dr.  Schleiden,  of  Hamburg. 

The  point  under  discussion  at  present  is  the  occurrence  of  staining 
after  the  local  application  of  nitrate  of  silver  to  the  throat.  On 
the  22nd  of  October  last  Dr.  Barclay  Baron  reported  a  case  of 
discoloration  of  the  skin  by  nitrate  of  silver  used  for  swabbing  the 
throat  On  November  5th  Dr.  Wilks  wrote  that  he  had  met  with 
a  similar  case  in  a  middle-aged  woman  who  had  never  taken  any 
nitrate  of  silver  internally,  but  had  been  in  the  habit  of  applying 
it  to  her  throat  every  day  for  two  years.  In  the  same  number  of 
the  journal  Dr.  Duffey  drew  attention  to  a  report  of  two  similar 
cases  given  in  the  Practitioner  in  1875  (VoL  XIV.,  p.  462). 

It  is  in  reference  to  this  subject  that  I  now  offer  a  note  on 
the  occurrence  of  argyria  or  silver-staining  from  the  long-continued 

*  Brit  Med.  Jour.,  Oct  22nd  and  Nov.  5th,  1887,  pages  881  and  992. 
«»  Med,-Chinipg.  Trans.    VoL  VII.,  p.  281. 


8  Note  on  Silcer^taining, 

employment  of  nitrate  of  silver  to  the  throat.  The  drawing  which 
I  exhibit  gives  an  admirable  representation  of  the  violet-gray 
metallic  colour  of  the  patient.  The  skin  of  the  entire  body  was 
discoloured,  but  that  of  the  uncovered  parts,  such  as  the  face  and 
hands,  was  most  so.  The  nails  and  the  mucous  membranes  of  the 
mouth  and  eyes  were  stained.  This  drawing  was  made  twelve 
years  ago.  The  man  is  at  present  alive  and  well,  and  his  condition 
is  unchanged,  except  that  he  is  not  quite  as  dark  as  he  was  twelve 
years  ago.  At  the  time  the  drawing  was  made  (1875)  this  man 
had  excellent  general  health,  and  was  about  his  business  as  a 
working  jeweller  every  day.  I  examined  his  urine  at  that  time  for 
what  is  called  ''argentine  albuminuria,"  and  found  no  evidence 
of  it.  On  the  back  of  the  drawing  the  notes  written  at  the  time 
were  that  thirteen  or  fourteen  years  previously  he  was  under  treat- 
ment in  the  Meath  Hospital  (under  the  care  of  the  late  Mr.  Josiah 
Smyly)  for  "  lumps  in  the  throat."  He  had  derived  so  much  benefit 
from  the  use  of  solid  nitrate  of  silver,  locally  applied,  that  after 
his  discharge  he  provided  himself  with  sticks  of  lunar  caustic,  and 
continued  to  apply  them  diligently  for  about  eight  years,  when  he 
desisted  owing  to  the  alteration  in  the  colour  of  his  skin  becoming 
apparent.  His  appearance  was  peculiar  and  so  remarkable  that 
one  day  in  the  town  of  Waterford  some  children  took  fright  at  him 
and  ran  away,  crying  out  that  he  was  the  devil. 

There  can  be  little  doubt  that  in  this  case  much  of  the  nitrate  of 
silver  applied  to  the  throat  was  swallowed,  and  so  the  case  will 
come  under  the  category  of  those  who  have  taken  silver  nitrate 
internally  for  long  periods  because  of  chronic  affections  of  the 
nervous  system,  such  as  tabes  or  epilepsy.  Neumann  has  reported 
the  case  of  a  physician  affected  with  ulcer  of  the  stomach  who,  for 
several  months,  injected  two  or  three  times  daily  into  his  stomach 
by  means  of  the  oesophageal  sound  a  solution  containing  about 
1  '5  gm.  of  silver  nitrate.  After  about  twelve  doses  the  first  indi- 
cations of  the  discoloration  are  said  to  have  appeared.  This  appears 
to  have  been  an  extremely  large  dose,  equivalent  to  over  20  grains. 
It  is  remarkable  that  the  attempts  which  have  been  repeatedly 
made  to  produce  argyria  artificially  in  animals  by  long-continued 
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feeding  with  silver  nitrate  have  hitherto  been  always  attended  with 
negative  results  as  regards  the  skin. 

Microscopic  examination  of  the  human  skin  shows  that,  while 
the  epithelial  portions,  the  rete  mucosum,  and  the  glandular  epithe- 
lium, are  altogether  free  from  depositions  of  silver,  there  are 
throughout  the  connective  tissue  portions  of  the  skin  accumulations 
of  the  finest  granules  of  silver.  These  deposits  of  silver  are  most 
dense  immediately  beneath  the  epidermis  in  the  uppermost  layers 
of  the  papillary  body  and  in  the  membranie  propriaB  of  the  sweat- 
glands.  It  has  been  long  observed  that  in  these  cases  of  silver- 
staining  blisters  rise  white  as  they  do  in  negroes,  the  dark  granules 
of  reduced  silver  lying  chiefly  in  the  cutis. 

As  to  the  chemistry  of  the  process,  Reimer's  views  are  considered 
most  probable.  He  assumes  that  the  silver,  having  been  reduced 
in  the  intestine,  and  being  in  a  state  of  the  finest  subdivision,  is 
taken  up  by  the  chyle-vessels,  transported  into  the  blood-current, 
and  then  deposited  in  the  various  organs.  There  is  a  difficulty  in 
reconciling  this  view  with  the  indisputable  fact  of  the  influence  of 
light  on  the  staining  of  uncovered  parts,  for  the  colour  of  the 
reduced  silver  can  no  longer  be  altered  in  any  way  by  the  light. 
Were  it  found  in  the  tissues  as  the  insoluble  chloride  the  pigmen- 
tation would  be  very  intelligible,  as  the  white  chloride  is  very 
sensitive  to  light,  especially  in  the  presence  of  organic  matter,  and 
it  is  upon  this  fact  the  phenomena  of  photography  depend.  Post- 
mortem  examinations  show  that  the  discoloration  is  not  limited  to 
the  skin  and  superficial  mucuus  membranes,  but  may  extend  to  the 
liver,  spleen,  kidneys,  and  intestinal  mucous  membrane.  In  the 
internal  organs  the  deposited  silver  is  chiefly  in  the  walls  of  the 
smaller  arteries.  In  the  kidney  the  silver  particles  lie  principally 
in  the  medullary  zone,  and  give  it  a  dark  gray  tint.  The  central 
nervous  system  appears  to  be  exempt  from  depositions  of  silver 
granules.^ 

In  the  present  state  of  our  knowledge  argyria  must  be  considered 
an  incurable  affection.    Neumann^  alone  reports  that  in  a  case 

*  Yon  ZiexzLBsen.     Handbook  of  Skin  Duea^es.     P.  455. 
^  Von  ZieuLBsen.    Handbook  of  Skin  Diseases.    P.  455. 
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under  his  observation,  according  to  the  statement  of  the  patient, 
the  intensity  of  the  stain  decreased  in  the  course  of  several  years. 
Duhring  •  refers  to  two  cases,  reported  by  Dr.  L.  P.  Yandell  in  the 
American  Practitioner  for  1872,  where  iodide  of  potassium  together 
with  mercurial  vapour  baths  were  successfully  employed.  The 
patients  were  syphilitic,  and  took  from  ten  to  sixty-grain  doses 
thrice  daily  for  a  period  of  months.  In  both  cases  the  fading  of 
the  discoloured  skin  was  gradual ;  in  one  a  faint  trace  remained* 
in  the  other  the  care  was  complete.  In  the  case  of  which  I  submit 
the  facts  in  this  paper  the  course  I  adopted  was  to  give  potassium 
iodide  and  sodium  hyposulphite  in  alternate  weeks — one  week  the 
iodide  in  ten-grain  doses  thrice  daily,  the  next  week  the  hyposul- 
phite in  twenty-grain  doses  as  often.  The  object  of  this  process 
was  an  attempt  to  convert  the  deposited  silver  into  an  iodide  which 
is  readily  soluble  in  an  alkaline  hyposulphite,  but  it  is  very  doubtful 
whether  these  changes  can  be  effected  in  relation  to  the  living  body 
with  the  safety  and  certainty  they  can  in  the  laboratory. 

The  man  considered  that  his  colour  improved  under  this  treat- 
ment, but  as  he  would  attend  only  as  an  out-patient,  and  was  often 
absent  in  the  country  for  considerable  periods,  the  method  did  not 
receive  a  fair  and  patient  trial. 

As  the  discoloration  of  the  skin  after  its  prolonged  use  is  not 
the  only  disadvantage  of  the  silver  nitrate,  I  was  glad  of  late  to 
come  across  Curci's  ^  researches  on  the  biological  action  of  sUver. 
In  his  communication  thereon  he  recommends  the  double  hyposul- 
phite of  sodium  and  silver,  this  salt  being  soluble,  non-irritant,  not 
coagulating  albuminoids,  and  readily  absorbable  by  the  subcuta* 
neous  connective  tissue.  It  is  also  very  diffusible,  and  promptly 
absorbed  by  the  mucous  membrane.  He  claims  for  it  that  its 
action  on  the  nervous  system  is  surely  and  quickly  obtained,  and 
the  risk  of  argyria  is  avoided.  I  have  had  the  double  hyposulphite 
made  and  given  it  repeatedly  in  half  and  three-quarter  grain  doses 
subcutaneously,  and  in  half -grain  doses  by  the  mouth  three  times 
a  day.    Its  taste  is  sweet,  and  it  should  be  given  fasting  or  hypo- 

*P.  875.    8rd  edition.    1888. 

*>  London  Med.  Record.    1886.    P.  210. 
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dermicallj.  Mj  experience  with  the  double  hyposulphite  of  sodium 
and  silver  has  been  limited,  and  I  am  not  yet  prepared  to  endorse 
all  that  has  been  said  in  its  favour.  Curci  recommends  that  the 
internal  use  of  the  nitrate  should  be  abandoned,  since  in  contact 
with  the  mucous  membrane  it  is  rapidly  altered,  and  may  cause 
argyria  even  without  its  action  upou  the  nervous  system  having 
ever  been  obtained. 
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[Read  in  the  Medical  Section,  December  16, 1887.] 

For  various  reasons  I  am  glad  that  I  have  this  opportunity  of 
laying  before  the  Medical  Section  of  the  Royal  Academy  of  Medi- 
cine the  details  of  a  case  which  I  think  will  be  of  interest  to  the 
members,  chiefly  on  account  of  the  questions  of  cerebral  localisation 
which  it  opens  up.  Such  questions  are  of  great  importance  in  the 
present  day,  when  so  many  forces  seem  to  combine  to  draw  all 
organs  of  the  body,  and  notably  the  brain,  from  out  of  the  calm 
influence  of  the  physician  into  the  all-devouring  surgical  vortex. 
I  need  not,  therefore,  apologise  to  the  members  of  the  Medical 
Section  for  bringing  this  case  under  their  notice,  for  I  trust  that 
they  will  express  an  opinion  upon  it,  especially  as  to  the  degree  of 
definiteness,  in  regard  to  localisation,  which  a  case  should  present 
which  should  warrant  the  adduction  of  surgical  aid: — 

Case. — The  case  was  that  of  a  man'ied  lady,  aged  forty,  who 
consulted  me  for  the  first  time  on  the  7th  of  September  last.  Her 
husband,  who  accompanied  her,  gave  the  following  history : — In 
June  last  she  went  out  one  hot  day,  in  Devonshire,  at  6  a.m.,  and 
walked  about  till  noon,  when  she  returned  home.  She  complained 
much  of  the  heat.  She  remained  perfectly  well  till  8  30  p.m., 
when  she  suddenly  fell  on  the  floor  in  an  unconscious  condition. 
She  was  carried  up  to  bed,  and  remained  unconscious  for  two 
hours,  though  after  the  first  half -hour  she  was  able  to  be  roused 
sufficiently  to  answer  questions.  She  then  went  to  sleep  and 
awoke,  quite  conscious,  at  3  a.m.  It  was  noticed  that  after  this 
attack  her  memory  for  words  was  affected.  She  could  speak  quite 
well  for  a  time,  but  then  some  word  would  fail  her.  Three  days 
later  she  had  another  attack,  which  was  not  so  severe  as  the  first, 


A  Case  of  Cerebral  Cyst.  13 

but  the  memory  for  words  was  worse  after  it.  Up  to  the  middle 
of  Julj  similar  attacks,  but  diminishing  in  intensity,  occurred 
every  four  or  five  days.  From  that  time  till  I  saw  her  she  had  no 
definite  attacks,  but  occasionally  felt  as  if  one  were  coming  on, 
when  she  would  sit  or  lie  down  until  the  sensation  passed.  These 
attacks  were  called  faints  by  her  friends;  but  after  careful  inquiry 
I  satisfied  myself  that  they  were  epileptiform  in  character.  It  was 
observed  that  after  each  attack  her  memory  for  words  became  dis- 
tinctly worse.  The  first  week  in  August  she  went  to  Eastbourne, 
and  was  there  seen  by  Dr.  Crichton.  A  week  later  she  visited  her 
sister  in  County  Kilkenny,  and  subsequently  went  on  a  visit  to 
another  sister  near  Bray. 

When  I  first  saw  her  I  ascertained  that  she  had  always  enjoyed 
excellent  health.  She  had  been  eight  and  a  half  years  married, 
and  had  six  children,  all  of  whom  were  healthy.  Her  appetite  was 
always  very  good,  and  the  functions  were  normal.  Her  husband 
told  me  that  previously  to  the  first  attack  he  had  thought  her  not 
very  well  for  two  months.  She  complained  much  of  the  heat,  but 
there  had  been  nothing  apparently  the  matter  with  her.  He  attri- 
buted her  illness  to  the  effects  of  sunstroke. 

I  found  her  looking  in  very  good  health.  The  only  thing  appa- 
rently wrong  was  a  certain  amount  of  aphasia.  This  consisted 
entirely  in  the  forgetf  ulnes  of  certain  words.  Some  sentences  were 
perfectly  clear  and  well  expressed.  Then,  again  she  would  forget 
the  name  of  a  chair,  or  point  to  her  head  and  ask  for  the  word. 
She  was  aphasic,  but  the  aphasia  was  not  well  defined  or  absolute, 
and  was  of  the  amnesic  variety.  There  were  no  paralyses  what- 
ever. 

I  explained  to  the  husband  that  I  thought  her  case  was  a  very 
serious  one.  There  was  some  affection  of  the  brain,  but  what  its 
nature  was,  or  its  exact  position,  I  could  not  say,  more  than  that  it 
was  located  on  the  left  side.  She  complained  of  occasional  head- 
ache, which  she  referred  to  the  top  of  her  head,  to  the  region  of 
the  coronal  suture,  and  which  she  stated  was  worse  on  the  left  than 
on  the  right  side.  As  they  purposed  returning  to  England  in  a 
few  days,  I  advised  the  husband  to  place  his  wife  under  medical 
care,  and  if  they  passed  through  London  to  consult  Dr.  Ferrier 
about  her. 

In  the  absence  of  any  more  definite  indication,  and  looking  upon 
the  attacks  as  epileptiform,  I  placed  her,  in  the  first  instance,  on  a 
mixture  containing  bromides,  digitalis,  and  arsenic.    Of  this  mixture 
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she  only  took  two  doses.  After  the  first,  the  headache,  she  said, 
was  distinctly  better,  but  after  the  second  she  vomited.  The  fol- 
lowing evening  she  becAme  restless,  partially  delirious,  and  the  pain 
in  the  top  of  the  head  very  severe,  and  vomiting  incessant.  I  saw 
her  at  6  30  p.m.  on  the  9th.  She  was  then  suffering  from  persis- 
tent cerebral  vomiting.  The  tongue  was  quite  clean.  She  was 
constantly  moaning  and  complaining  of  the  pain  in  the  top  of  her 
head,  chiefly  on  the  left  side.  The  aphasic  symptoms  were  more 
marked.  The  pulse  was  slow.  I  at  once  shaved  a  patch  on  the 
left  side  of  the  head,  about  4  inches  by  3,  and  applied  a  blister. 
She  also  got  3  grains  of  calomel  and  an  opiate  draught.  The 
result  was  that  she  had  a  quiet  night,  and  the  next  day  the  head- 
ache and  vomiting  were  better.  On  the  night  of  the  10th  the 
violent  symptoms  returned,  but  on  the  12th  she  was  so  much  better 
that  she  was  moved  downstairs,  and  had  subsequently  a  good  night. 
On  the  14th  of  September  cerebral  vomiting,  intense  pain  in  the 
head,  and  slowness  and  weakness  of  the  pulse  came  on.  Since  the 
night  before  she  had  not  been  able  to  pass  urine.  I  asked  Dr. 
Head  to  see  her  with  me.  A  catheter  passed  drew  off  10  ozs.  of 
healthy  urine.  Sinapisms  were  applied  to  the  back  of  the  neck 
and  over  the  cardiac  region.  The  next  morning  Dr.  Head  again 
saw  her  in  consultation.  We  then  discussed  the  question  of  opera- 
tion, and  the  chances  which  it  might  afford.  The  conclusions  arrived 
at  were  that  there  was  a  tumour  or  an  abscess  in  the  brain,  but 
that  the  weight  of  evidence  was  strongly  in  favour  of  tumour; 
that  the  aphasia  pointed  to  the  left  side  of  the  head,  but  that 
the  aphasia  was  not  sufficiently  definite  in  itself  to  localise  the 
tumour,  and  that  the  total  absence  of  all  paralytic  or  spas- 
modic symptoms  rendered  localisation  impossible.  Under  these 
circumstances,  we  agreed  that  we  could  not  recommend  any 
operation.  These  facts  were  fully  explained  to  the  husband,  and 
we  told  him  that  until  some  symptom  arose  which  would  more  clearly 
indicate  the  position  of  the  tumour,  we  could  not  advise  an  attempt 
in  which  the  chances  of  success  were  so  small.  After  consultation 
we  decided  to  put  her  on  small  doses  of  calomel  and  extract  of 
cannabis  indica  {^  grain  of  each)  three  times  a  day.  For  some 
days  afterwards  she  seemed  to  improve  slowly,  the  pain  in  the 
head  was  not  acute  when  sitting  up  and  perfectly  quiet,  but  any 
attempt  at  movement,  or  trying  to  lie  on  the  left  side,  brought  on  a 
spasm  of  pain,  with  weakness  of  the  pulse,  pallor  and  coldness  of 
the  extremities.     Immediately  after  each  spasm  of  pain  the  sight 
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becanie  rather  dim  for  some  time,  and  then  she  became  drowsy 
and  inclined  to  sleep.  A  note  taken  at  the  time  states  that  '^  her 
memory  seems  bad  for  recent  events.  She  repeatedly  asks  the 
same  question,  and  seems  to  forget  the  answer." 

There  also  seemed  to  be  some  paralytic  condition  of  the  bladder, 
as  she  was  totally  unable  to  pass  urine,  and  the  catheter  had  to  be 
passed  four  or  five  times  a  day.  This  began  on  the  13th  of  Sep- 
tember, but  five  days  later  she  regained  power  over  the  viscus,  and 
the  catheter  was  abandoned,  to  be  resumed,  however,  ten  days 
later,  when  the  paralytic  condition  returned.  On  the  17th  of 
September  she  again  had  a  bad  turn,  with  violent  pain  and  vomiting. 
An  appointment  was  made  with  Dr.  Head  for  a  consultation  on  the 
morrow,  but  in  the  morning  she  had  again  improved  so  much  that 
her  husband  wrote  to  postpone  it. 

As  there  was  some  difficulty  in  keeping  the  blister  on  the  head 
open,  and  as  it  seemed  to  have  relieved  the  pain,  on  the  19th,  with 
Dr.  Head's  approval,  I  made  an  issue  about  the  size  of  a  shilling 
in  the  same  place.  The  pain  in  the  head  gradually  got  less,  but 
occasionally  she  had  acute  exacerbations. 

On  the  22nd  of  September  her  condition  seemed  much  improved. 
She  had  no  pain  in  the  head,  her  colour  was  good,  and  she  seemed 
brighter  and  clearer  than  she  had  been  for  days.  There  was  no 
foetor  of  the  breath,  but  the  gums  seemed  slightly  tender;  the 
calomel  in  the  pills  was  stopped,  and  she  was  given  cannabis  indica 
alone.  The  pulse  was  very  variable — sometimes  60,  and  in  a  few 
minutes  rising  to  90,  and  soon  falling  again.  Each  day  she  was 
moved  into  an  arm-chair  for  some  hours,  until  the  28th,  after 
which  she  did  not  like  to  be  disturbed.  There  was  very  little 
alteration  in  the  symptoms  until  the  28th,  when  she  first  became 
incoherent  in  the  afternoon,  and  very  drowsy.  The  calomel  was 
again  resorted  to— ^  grain  every  third  hour.  The  pulse  fell  to  50- 
55  in  the  minute,  and  was  very  weak.  The  paralytic  condition 
of  the  bladder  reappeared,  necessitating  the  use  of  the  catheter. 
Some  days  previously  she  complained  that  she  could  not  see  people 
standing  on  the  right  side  of  the  bed  distinctly,  that  they  were  all 
blurred,  but  that  she  could  see  them  well  on  the  left  side,  and  she 
asked  that  we  should  move  to  that  side.  Dr.  Head  saw  her  by 
himself  on  the  2nd  of  October,  as  I  was  absent  in  the  country. 
Mr.  Swanzy,  who  saw  her  with  me  in  consultation  on  October  3rd, 
stated  the  paresis  of  the  right  external  rectus  was  so  slight  that  it 
could  not  be  detected  by  the  eye.     The  ophthalmoscope  revealed 
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an  optic  neuritis  so  slight  that  it  was  almost  imperceptible.  Subse- 
quent to  this,  at  my  request,  Mr.  Swanzy  called  upon  Dr.  Head, 
and  they  discussed  the  case.  Dr.  Head  then  wrote  to  me  to  the 
effect  that,  in  the  absence  of  any  localising  symptom,  he  did  not 
consider  an  operation  would  be  prudent. 

The  day  following  Mr.  Swanzy's  examination  I  found  that  she 
had  partial  paralysis  of  the  soft  palate,  giving  rise  to  a  certain 
amount  of  stertor,  but  fluids  did  not  return  through  the  nose. 

On  the  3rd  of  October  my  attention  was  called  by  her  friends  to 
what  they  called  drooping  of  the  left  eyelid.  I  made  a  careful 
examination  and  found  that  there  was  no  true  ptosis  of  the  left  eye, 
but  that  there  was  a  partial  paralysis  of  the  right  orbicularis. 
She  could  open  both  her  eyes  well,  but  the  right  eye  closed  more 
slowly  and  less  perfectly  than  the  left.  This  gave  a  wide-awake 
intelligent  look  to  the  right  eye,  which  her  semi-unconscious  drowsy 
condition  belied. 

On  the  4th  of  October  the  stupor  increased.  During  sleep  she 
snored  loudly ;  in  her  waking  moments  she  was  unable  to  speak, 
and  she  put  out  her  tongue  only  when  told  to  do  so  repeatedly.  That 
day  I  again  spoke  to  her  husband  on  the  subject  of  operation,  and 
put  before  him  the  state  of  the  case.  I  tald  him  plainly  that  the 
case  was  hopeless,  and  that  the  position  of  the  tumour  was  quite 
uncertain,  except  that  it  was  situated  in  the  left  side  of  the  brain. 
I  asked  him  if  he  would  like  an  attempt  made  to  reach  it,  but  he 
replied  that,  with  so  many  chances  against  us,  he  would  not  give 
his  consent.  I  then  told  him  that,  under  the  circumstances,  I 
could  not  honestly  recommend  it,  and  that  in  this  opinion  Dr. 
Head  coincided. 

On  the  5th  of  October  she  began  to  pass  under  her  in  the  bed. 
The  first  time  this  occurred  she  was  apparently  conscious  of  the 
act,  as  she  made  signs  to  the  nurse,  but  on  subsequent  occasions 
she  seemed  quite  unconscious  of  it.  She  lay  sunk  down  in  bed  in 
a  condition  of  absolute  unconsciousness.  Up  to  this  the  pulse  had 
been  slow,  and  she  had  taken  a  fair  amount  of  nourishment  in  the 
intervals  of  the  attacks  of  retching.  On  the  evening  of  the  6th 
the  pulse  began  to  rise,  marking  100  in  the  minute. 

On  the  8th  of  October  her  condition  of  profound  coma  was  un- 
altered, but  the  pulse  was  still  rising. 

On  the  evening  of  the  9th  the  pulse  had  reached  150.  It  had 
not  yet  begun  to  flicker.     The  comatose  condition  was  unchanged. 

The  patient  died  the  following  evening,  October  10th,  at  7  30 
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p.m.  The  next  morning,  having  received  the  consent  of  the  relii- 
tives  to  a  post-mortem  examination  being  made,  I  telegraphed  to 
Dr.  Bewlej,  asking  him  to  bring  down  the  necessary  instruments 
in  order  to  examine  the  brain.  Dr.  Bewley  made  the  post  mortem 
that  afternoon,  twenty-two  hours  after  death,  in  my  presence.  He 
reported  :— 

*'  The  following  is  a  brief  account  of  the  condition  in  which  the 

brain  of  Mrs. was  found  at  the  post-mortem  examination : — 

The  skull  and  membranes  of  the  brain  were  perfectly  healthy. 
The  surface  of  the  brain  appeared  quite  normal  in  every  part, 
except  that  the  left  posterior  part  of  the  brain  seemed  rather  softer 
to  the  touch  than  the  opposite  side.  In  the  left  temporo-sphenoidal 
lobe  there  was  a  large  cavity,  apparently  measuring  about  two 
inches  in  antero-posterior  diameter.  This  cyst  was  separated  from 
the  surface  by  a  thin  layer  of  healthy  brain  tissue — ^it  had  pushed 
the  posterior  part  of  the  left  lateral  ventricle  inwards  towards  the 
middle  line.  The  cjst  was  lined  by  a  soft,  flocculent  grayish-red 
layer  of  tissue ;  it  was  not  like  a  regular  cyst  wall,  but  gave  the 
idea  of  disintegrating  brain  tissue.  The  cyst  was  filled  with  clear 
serous  fluid.  The  rest  of  the  brain  appeared  normal.  The  lining 
(or  rather  tissue)  of  the  cyst  on  microscopic  examination  showed 
nothing  but  some  brain  tissue  and  blood  vessels.  There  was  no 
sign  of  old  haemorrhage  (haematoidin  crystals  or  other  remains  of 
blood-clot)  or  of  inflammation." 

I  may  add  that  the  cyst  described  above  by  Dr.  Bewley  occupied 
the  posterior  portion  of  the  temporo-sphenoidal  lobe. 

I  will  now  shortly  summarise  the  symptoms  which  appeared  in 
this  case.  The  first  symptom  was  an  epileptiform  attack,  which 
occurred  early  in  June.  There  were  recurrences  of  these  fits  at 
short  intervals  of  a  few  days,  which  gradually  grew  less  intense 
until  about  the  middle  of  July,  when  they  became  so  slight  as  to 
appear  only  as  very  mild  attacks  of  petit  mcU.  The  relatives  had 
no  recollection  of  any  muscular  twitchings  or  convulsive  move- 
ments. The  next  symptom  was  a  form  of  aphasia  which  showed 
itself  immediately  after  the  first  epileptiform  fit  in  a  very  sliglit 
degree,  but  which  became  intensified  after  each  subsequent  fit. 
The  aphasia  was  distinctly  of  the  amnesic  variety.  Thirdly,  we 
found  headache  oyer  the  top  of  the  head,  corresponding  to  the 
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coronal  sature,  and  which  was  worae  on  the  left  than  on  the  right 
side.  This  pain  had  violent  exacerbations,  was  increased  by  move- 
ments, and  made  it  impossible  to  her  to  lie  on  the  left  side. 
Fourthly  in  the  order  of  sequence,  cerebral  vomiting,  which  ap* 
peared  for  the  fh*st  time  on  the  9th  of  September,  two  days  after 
I  first  saw  her.  Fifthly,  a  paralytic  condition  of  the  bladder, 
appearing  first  on  the  ISth  of  September,  lasting  for  five  days, 
disappearing  again  for  ten  days,  and  again  returning  and  lasting 
till  coma  supervened.  Sixthly,  about  the  25th  of  September,  some 
inappreciable  paresis  of  the  right  internal  rectus.  Seventhly,  on 
the  3rd  of  October,  a  partial  paralysis  of  the  right  orbicularb 
muscle.  Eighthly,  on  the  4th  of  October,  partial  paralysis  of  the 
soft  palate.  The  supervention  of  coma  was  gradual.  The  first 
symptoms  of  it  may  be  said  to  have  appeared  thirteen  days  before 
death,  but  it  did  not  become  profound  until  October  5th,  five  days 
before  her  demise. 

During  the  whole  period  the  pulse  was  very  yariable,  generally 
below  normal,  and  becoming  very  slow  during  the  exacerbations 
of  pain  and  cerebral  vomiting. 

Taking  all  these  symptoms  together,  I  do  not  think  it  was  very 
difiicnlt,  even  at  an  early  stage,  to  arrive  at  the  diagnosis  of  cerebral 
tumour.  But,  when  we  come  to  the  question  of  localisation,  it  is 
an  entirely  different  matter.  No  well-defined  motor  centre  in  the 
cortex  of  the  brain  seemed  involved.  There  was  no  paralysis  of 
the  extremities  or  trunk,  except  it  be  the  condition  of  the  bladder, 
which,  in  some  inexplicable  way,  disappeared  for  ten  days,  and 
this  affords  no  help  in  solving  the  problem. 

We  then  must  fall  back  (1)  on  a  paresis  of  the  right  external 
rectus,  so  slight  that  it  was  evidenced  only  by  diplopia ;  (2)  a  very 
slight  amount  of  paresis  of  the  right  orbicularis ;  and  (8)  a  partial 
paralysis  of  the  soft  palate.  To  attempt  to  localise  a  tumour  from 
these  symptoms,  I  conceive,  would  end  only  in  chaos.  We  must 
then  fall  back  on  the  aphasic  symptom,  and  on  that  alone.  The 
aphasia  I  have  mentioned  was  not  complete.  It  was  distinctly  of 
the  amnesic  variety.  Its  incomplete  nature  was  such  that,  taken 
with  the  evident  symptoms  of  severe  cerebral  pressure,  it  had  little 
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valae  as  a  localising  symptom.  It  could  easily  be  accounted  for 
by  simple  communicated  pressure.  But,  even  if  it  had  been  more 
pronounced  and  better  marked,  where  would  it  haye  indicated  the 
lesion  to  be  situated  ?  Certainly  not  in  Broca's  space.  See  what 
Dr.  Ross  says  in  his  ^Treatise  on  Diseases  of  the  Nervous  System," 
Second  Edition,  Yol.  II.,  p.  552  :^-''  In  amnesic  aphasia,  the  lesion 
is  localised  in  the  area  of  distribution  of  the  posterior  and  terminal 
branches  of  the  left  middle  cerebral  artery,  and  the  region  of  soften- 
ing comprises  the  supra-marginal  and  postero-parietal  lobules,  the 
angular  gyrus  (visual  centre),  the  posterior  part  of  the  infra-mar- 
ginal convolution  (acoustic  centre),  and  the  convolutions  bounding 
the  parallel  and  collateral  fissures.^ 

The  region  here  indicated  is  situated  above  the  cavity  formed  by 
the  cyst  in  the  temporo-sphenoidal  lobe,  and  had  trephining  been 
performed,  this  region  would  have  been  the  more  rational  one  to 
have  adopted  instead  of  over  Broca's  space. 

In  corroboration  of  the  fact,  generally  recognised,  that  tumours 
or  lesions  in  the  temporo-sphenoidal  lobe  afiEord  few  indications 
during  life  by  means  of  which  the  disease  can  be  located,  I  may 
mention  a  case,  reported  by  Dr.  Glynn  and  referred  to  by  Dr. 
Ross,*  in  which  the  post  mortem  revealed  a  circumscribed  abscess 
in  the  temporo-sphenoidal  lobe.  In  this  case  the  localising  symp- 
toms were  caused  by  pressure  on  the  cranial  nerves  at  the  base  of 
the  skull,  and  the  case  is  particularly  interesting  in  this  connection, 
as  it  exhibited  a  train  of  symptoms  totally  unlike  those  exhibited 
by  the  case  which  I  have  brought  before  you. 

Before  bringing  this  papw  to  a  dose  I  would  call  attention  to 
the  nature  of  the  cyst,  which  was  found  to  occupy  the  posterior 
portion  of  the  temporo-sphenoidal  lobe.  It  was  about  two  inches 
in  diameter,  and  contained  clear  serum.  There  was  no  true  cyst- 
wall.  It  was  surrounded  by  softening  brain  tissue.  There  was 
nothing  whatever  in  connection  with  it  to  suggest  an  abscess. 
There  were  no  evidences  of  blood-clot  or  of  inflammation.  The 
microscopic  appearances  corroborated  the  clinical  history  that  its 
origin  was  non-inflammatory. 

•Op.  dt.,  VoLIL,  p.  634. 
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I  am  not  prepared  to  hazard  an  opinion  as  to  its  trae  nature. 
Perhaps  some  of  the  members  of  the  Academy  may  be  able  to 
throw  some  light  npon  the  question.  Judging  by  the  condition  of 
the  brain  tissue  around,  it  would  seem  as  if  some  slow  process  of 
disintegration  were  goiog  on,  and  that  to  this  gradual  process  of 
destruction  or  softening  of  the  brain  tissue  round  the  cavity  the 
fatal  result  was  due,  more  than  to  the  pressiure  of  fluid  within  the 
cavity. 

Another  question  which  arises  is  whether  evacuation  of  the  fluid 
would  have  airested  this  process.  Supposing  that  the  skull  had 
been  trephined  directly  over  this  cyst,  and  the  intervening  healthy 
brain  tissue  had  been  incised  and  the  cavity  emptied,  do  doubt  the 
symptoms  of  brain  pressure  would  have  been  relieved ;  but  would 
the  disease  have  been  arrested  and  the  case  cured  ?  I  think  it  is 
too  much  to  assume  that  such  would  have  been  tlie  case. 

I  am  aware  that  it  is  not  always  expedient  to  bring  the  details 
of  a  priva:te  case  before  a  public  meeting  of  scientific  men,  but  it 
IS  not  by  any  means  unusual.  Circumstances  determine  the  expe- 
diency, and  in  tbe  present  instance  I  believe  I  am  amply  justified 
in  the  course  I  have  adopted. 

The  case  can  scarcely  be  now  called  a  private  one,  since  the  lay 
public  have  been  instructed  on  the  points  at  issue,  and  the  details 
are  already  sufficiently  wideiy  known.  This  form  of  publicity  I 
cannot  commend,  but  I  have  no  hesitation  in  laying  the  facta 
before  my  professional  brethren  and  asking  for  their  judgment 
upon  the  whole  case. 


CONGENITAL    SPASTIC    PABALYSIS   AND 

ATAXIC  PARAPLEGIA. 

Bt  C.  J.  NIXON,  M.B.,  LLD.,  Uni?.  DobL; 
Professor  of  Practioe  of  Medidne  and  Pathology,  Catholic  Umverrity. 

[Read  before  the  Medioal  Section,  Jao.  27, 1888.] 

Spastic  paralysis  occurring  in  children  would  appear  to  be,  in 
origin,  congenital  or  acquired ;  in  distribution,  hemiplegic,  para- 
plegic, irregular,  or  general ;  and  as  regards  the  site  of  the  para- 
lytic lesion,  cerebral  or  spinal.  The  congenital  forms  may  be 
tabulated  as  follows : — 

(a)  Cases  where  there  is  some  arrest  of  development  of  the 
motor  tracts  in  the  brain  or  spinal  cord. 

(b)  Certain  forms  of  nervous  intra-uterine  disease. 

(c)  Cases  where  the  brain  or  spinal  cord  has  been  injured  during 
delivery. 

The  three  conditions  which  appear  to  be  met  with  most  fre- 
quently are  :— 

Porencephalus  cerebralis ;  injury  to  the  motor  cerebral  centres 
by  instrumental  delivery;  injury  to  the  vertebral  column  and 
spinal  cord  by  excessive  traction  during  delivery. 

Porencephalus  was  a  term  originally  introduced  by  Heschl  *  to 
indicate  the  appearance  of  an  excavation,  usually  filled  with  serous 
fiaid,  on  the  surface  of  the  cerebral  hemisphere,  at  the  bottom  of 
which  was  an  opening  leading  into  the  lateral  ventricle.  Eundrat,h 
who  specially  studied  this  condition,  extends  its  signification  and 
applies  it  to  all  defects  in  which  absence  of  tissue  is  a  prominent 

•Gehimdefect  nnd  Hydrocephalus.    Prager  Viertetjahrschrift.    Bd.  LXI. 
1869. 
^  Die  Porencephalie  :  eine  anatomische  Studie.    Graz.    1882. 
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feature.  In  84  cases  of  infAntUe  spaetic  paraplegia,  recorded  by 
M'Nutt  in  the  American  Journal  of  Medical  Science,  1885,  the 
striking  point  is  demonstrated  that  in  all  a  gross  defect  of  the 
cerebral  cortex  existed  corresponding  to  the  fisaure  of  Rolando. 

From  injury  during  birth,  due  most  frequently  to  the  pressure 
of  the  forceps,  the  upper  part  of  the  Solandic  area  is  inTolved — 
viz.,  the  leg  centres,  either  by  direct  effect  of  pressure  or  by  a 
meningeal  hemorrhage  limited  to  the  npper  pert  of  the  central 
convolutions.  As  a  result  of  this,  a  descending  degeneration  of 
the  pyramidal  tracts,  which  are  distributed  to  the  lower  extremities, 
is  set  up.  It  is  remarkable  that  in  those  cases  the  condition  of 
the  lower  limbs,  as  far  as  contracture  and  rayotatic  irritability  are 
concerned,  is  somewhat  different  from  what  is  ordi&arily  observed 
in  paralysis  depending  on  one-sided  cerebral  disease,  being  like  that 
which  is  met  with  in  the  upper  limb  in  cases  of  hemiplegia  with 
late  rigidity.  However,  in  the  condition  tinder  consideration,  the 
innervation  of  the  legs  is  interfered  with  from  both  hemispheres  ; 
hence  the  condition  of  the  lower  is  approximate  to  that  of  the 
upper  limb  in  hemiplegic  paralysis. 

In  a  number  of  cases  of  spastic  paraplegia  of  infancy  which 
came  under  the  observation  of  Dr.  Ross,'  the  children  were  born 
with  their  feet  foremost,  and  be  is  inclined  to  believe  that  injury 
may  have  been  done  to  the  vertebral  column  and  spinal  cord  by 
undue  traction  exercised  during  delivery.  The  injury  to  a  vertebra 
or  the  occurrence  of  a  spinal  meningeal  hemorrhage,  would  be 
likely  to  set  up  a  transverse  myelitis  from  which  a  descending 
degeneration  of  the  pyramidal  tracts  would  arise. 

In  those  cases  of  congenital  paraplegia  where  there  is  no  history 
of  injury,  the  lesion  must  airiae  from  intra-aterine  disease  or  arrest 
of  development  of  the  motor  tracts. 
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Case  I. — J.  D.,  aged  sixteen  years,  was  admitted  into  the  Mater 
Misericordiae  Hospital  on  20th  of  November  last,  complaining  of 
weakness  and  rigidity  of  the  legs.  Both  had  been  paralysed  since 
birth.  His  family  history  is  a  good  one ;  both  parents  are  living 
and  healthy,  and  all  his  brothers  and  sisters,  six  in  number,  are 
strong  and  free  from  all  symptoms  of  nervous  disease.  His  mother's 
labours  were  normal,  except  in  his  own  case,  he  being  born  after 
a  very  tedious  labour,  in  which  the  forceps  had  to  be  used. 

Present  Condition, — ^The  boy  upon  admission  to  hospital,  and  at 
present,  is  of  very  spare  habit,  and  of  a  dear,  healthy  complexion. 
He  is  fairly  intelligent ;  but  he  states  that  at  school  he  is  not  as 
quick  as  his  class-mates.  The  most  striking  point  about  him,  on 
superficial  examination,  is  his  peculiar  walk.  The  gait  is  waddling, 
with  a  marked  tendency  to  a  twist  of  the  trunk  to  the  left  side. 
The  legs  are  never  fully  extended  upon  the  thighs,  owing  to  a 
permanent  contracture  of  the  ham-string  muscles,  and  as  each  is 
drawn  forward  in  progression,  it  describes  an  arc  with  its  convexity 
outwards — ^the  arcs  formed  by  the  movements  of  the  two  limbs 
intersecting  in  front — so  that  to  some  extent  the  mode  of  progres- 
sion is  cross-legged.  The  tip  and  inner  part  of  each  foot  come 
first  in  contact  with  the  ground,  each  forward  movement  being 
Indicated  by  a  scraping  noise.  There  is  a  marked  inclination  of 
the  knees  towards  each  other,  owing  to  the  contraction  of  the 
adductors,  whilst  the  feet  incline  considerably  outwards.  The  left 
leg  on  examination  was  found  to  be  one  inch  shorter  than  the  right, 
which  accounts  for  the  swaying  of  the  trunk  in  progression  towards 
the  left  side.  An  examination  of  the  reflexes  disclosed  the  follow- 
ing : — 

Superficial, — Plantar,  cremasteric,  and  epigastric  reflexes  are  com- 
pletely absent. 

Deep, — ^The  patellar-tendon  and  quadriceps  reflexes  are  most 
markedly  exaggerated  ;  in  the  right  leg,  a  tap  upon  the  quadriceps 
tendon  gives  rise  to  general  tremulation  of  the  limb.  Ankle  clonus 
is  not  constantly  present,  but  occasionally  it  is  capable  of  being 
produced  to  a  marked  extent.  There  is  at  times  a  considerable 
increase  in  the  tension  of  the  calf  muscles,  so  that  a  condition 
of  talipes  equinus  is  produced.  When  the  patient  lies  down  in 
bed  the  foot  is  rigidly  extended  upon  the  leg,  and  the  leg  upon 
the  thigh,  whilst  the  great  toe  is  flexed  at  the  metat^rso-phalangeal 
joint.  When  the  contracture  in  the  calf  muscles  is  in  any  way 
increased,  ankle  clonus  cannot  be  elicited,     lliere  is  no  evidence 
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of  there  being  any  lesion  of  sensibility.  The  limbs  are  but  poorly 
nourished,  but  present  no  signs- of  trophic  disturbance.  Although 
the  patient  stated  there  was  nothing  wrong  with  his  arms,  upon 
examination  it  was  found  that  there  was  some  rigidity  of  the  right 
upper  extremity,  the  forearm  being  slightly  bent  upon  the  arm, 
and  the  former  incapable  of  complete  extension*  The  elbow  reflex 
upon  the  right  side  was  very  lively*  The  dynamometer  registered 
a  pressure  of  the  right  hand  equal  to  50  lbs.,  whilst  the  pressure  of 
the  left  amounted  to  65  lbs. ;  the  boy  states  he  is  left-handed.  His 
height  is  5  feet  4  in.  The  head  and  face  are  somewhat  peculiar 
in  appearance,  presenting  some  indications  of  the  microcephalic 
type.  The  upper  lateral  portions  of  the  parietal  bones  are  flattened 
to  a  slight  extent,  and  the  two  planes  meet  in  an  upward  projec- 
tion of  the  vertex*  The  circumference  of  the  bead  measures 
21i  in. 

It  is  scarcely  correct  to  describe  the  case  as  one  of  paraplegia, 
considering  the  implication  of  the  upper  extremity  in  the  paralysis. 
But  whilst  the  lesion  in  the  arm  is  of  a  comparatively  trivial  nature, 
that  of  both  legs  gives  to  the  case  the  distinctive  character  of 
paraplegia. 

The  distribution  of  the  paralysis  shows  that  it  is  of  cerebral 
origin ;  the  history  of  the  case  as  to  the  instrumental  delivery  and 
the  existence  of  paralysis  from  birth,  point,  I  believe,  to  an  injury 
of  the  upper  part  of  the  central  convolutions,  affecting  the  leg 
centres,  and  to  a  partial  extent  that  of  the  right  upper  limb. 

It  has  been  noted  in  cases  of  congenital  spastic  paraplegia  that 
whilst  the  patellar-tendon  reflex  is  exaggerated,  ankle  clonus 
cannot,  as  a  rule,  be  produced.  This  is  accounted  for  by  assuming 
that  an  arrested  development  takes  place  in  those  parts  of  the 
pyramidal  tracts  which  are  distributed  to  the  legs.  I  think  in 
most  of  those  cases  the  contraction  which  exists  in  the  calf  muscles 
opposes  the  development  of  a  condition  upon  which  ankle  clonus 
depends. 

The  absence  of  the  skin  reflexes  contrasts  markedly  with  the 
exaggeration  of  the  tendinous  ones.  This  is  interesting  in  connec- 
tion with  the  observations  of  Rosenbach  and  Jastrowitz  that  super- 
ficial reflexes  are  lessened  or  abolished  in  cases  of  cerebral  disease. 
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The  second  case  brought  under  the  notice  of  the  Academy  is  one 
of  ataxic  paraplegia,  and  the  notes  in  connection  with  it  are  briefly 
as  follows:^ 

Case  II. — Mrs.  0*6.,  aged  twenty-six,  is  the  mother  of  two 
children,  both  of  whom  are  living  and  healthy.   There  is  no  history 
of   any  nervous  disease  in  her  family ;  she  has  never  had  gout, 
rheumatism,  or  syphilis.     Except  for  some  slight  irregularities  in 
menstruation,  the  patient's  health  was  good  up  to  May,  1883.     At 
this  time  she  complained  of  frequent  desire  to  micturate,  which 
lEvas  accompanied  by  some  symptoms  of  retention  ;  her  sight  became 
impaired;  she  suffered  from  pain  in  the  lower  part  of  the  back 
upon  exertion ;  and  occasionally  her  left  leg  became  stiff,  weak, 
and  painful  across  the  thigh,  to  such  a  degree  as  to  necessitate  her 
resting  for  a  time,  when  these  symptoms  passed  away.     In  the 
course  of  a  few  months  all  trouble   completely  subsided.     She 
married  in  1884,  and  continued  in  good  health  up  to  August,  1887, 
i?vhen  she  had  a  miscarriage,  attended  with  considerable  loss  of 
blood.     Two  months  afterwards,  the  weakness  and  rigidity  of  the 
left  leg  returned ;  she  suffered  from  a  constant  dull  pain  over  the 
lower  part  of  the  back,  in  the  sacral  region ;  and  she  had  incon- 
tinence of  urine,  especially  occurring  at  night.   In  a  short  time  she 
remarked  that  her  right  leg  became  affected,  and  she  had  some  diffi- 
culty in  walking  without  staggering.     She   had  never  had  any 
painful  sensation  in  the  legs,  evidences  of  parsesthesia,  or  girdle  zone. 
Tlie  difficulty  in  walking  gradually  progressed ;  it  became  inten- 
sified in  the  absence  of  light ;  and  to  obtain   relief  the  patient 
presented  herself  at  hospital.     Her  present  condition  may  be  sum- 
marised as  follows : — She  has  marked  signs  of  ataxy  in  the  lower 
limbs,  shown  by  the  unsteady  character  of  her  walk  ;  her  inability 
to  stand  erect  with  the  eyes  closed ;  and,  even  with  the  exercise 
of  vision,  equilibrium  is  with  difficulty  maintained  in  the  erect 
position.     She  has  the  ordinary  signs  of  ataxy  when  lying  in  bed, 
such  as  the  inability  to  determine  the  position  of  the  limbs,  or 
execute  with  precision  any  complicated  movement  with  the  feet 
or  toes.     When  standing,  the  irregular  movements  of  the  tendons 
upon  the  dorsum  of  the  foot  were  at  times  to  be  observed.     The 
mode  of  walking  is  not,  however,  characteristically  that  of  loco- 
motor ataxy.     The  legs  are  more  or  less  rigid,  drag  to  some  extent, 
and  shake  from  clonus  usually  when  the  patient  begins  to  walk,  and 
sometimes  when  she  suddenly  stands  still.     The  front  of  the  foot  is 
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brought  first  to  the  groand.  She  finds  the  legs  sometimes  quite 
rigid  when  Ijing  in  bed.  The  left  leg  she  finds  weaker  than  the 
right  one.  There  is  no  lesion  of  sensibility,  either  tactile  or  com« 
mon,  to  be  noted.  All  the  deep  reflexes  are  markedly  exaggerated. 
Ankle  clonus  is  produced  by  the  least  attempt  at  flexure  of  the 
ankle-joint.  A  rectus  clonus  can  also  be  readily  produced,  and, 
on  direct  stimulation,  a  clonus  in  the  vastus  internus  muscle.  A 
very  peculiar  point  noticed  in  connection  with  the  motor  paralysis 
is  its  variability  in  Its  amount.  At  times  she  can  walk  fairly  well, 
and  without  assistance;  at  other  times  she  is  almost  completely 
powerless.  The  arms  are  not  affected  to  any  extent  recognisable  by 
objective  signs.  The  patient,  however,  states  that  her  right  arm  is 
not  as  strong  as  usual,  and  that  she  does  not  write  quite  as  well 
as  formerly.  There  is  now  no  defect  of  vision ;  pupils  respond 
to  light  and  accommodation.  They  are  unequal  in  size,  the  right 
being  small  and  irregular.  This  is  due  to  a  partial  posterior 
synechia,  the  result  of  an  old  attack  of  iritis.  There  is  no  impair- 
ment of  articulation  or  tremor  in  any  of  the  muscles  present. 
The  urine  is  normal  in  reaction  and  in  quality.  There  is  no  affec- 
tion of  the  bladder  or  ureters. 

The  case  just  narrated  is  an  instance  of  one  of  the  compound 
system  degenerations  of  the  spinal  cord  to  which  considerable  atten- 
tion has  been  given  since  Westphal  first  noticed  the  conditions 
in  1878.*  At  present  only  one  other  compound  system  degenera- 
tion is  recognised  as  a  distinct  type  of  disease*— viz.,  amyotrophic 
lateral  sclerosis — an  example  of  which  I  had  an  opportunity  of 
bringing  before  the  Medical  Society  of  the  College  of  Physicians  in 
1879. 

Although  the  symptoms  of  ataxic  paraplegia  correspond  in 
certain  respects  to  those  of  locomotor  ataxy  and  of  lateral  spinal 
sclerosis,  in  certain  points  it  differs  from  both  of  these  affections. 
In  ataxic  paraplegia,  while  there  is  marked  inco-ordination  of 
movement,  the  sensory  nerves  do  not  appear  to  be  implicated, 
either  peripherally  or  in  the  spinal  cord.  This  explains  the  per- 
sistence of  myotatic  irritability,  the  absence  of  lightning  pains  in 

*  Uber  combinirte  (primare)  Erkranknng  der  BUokenmarkstrftnde.  Arcb.  f. 
Psj^chiatrie,  Bd.  zi.     1878. 
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the  limbs  amd  of  any  lesion  of  tactile  sensibility.     It  seems  almost 
certain  that  co-ordination  of  muscular  movement,  although  usually 
involving  a  complex  mechanism,  depends  mainly  on  the  existence 
of  sensory  muscle-nerves.    The  fact  that  ataxy  of  the  most  pro- 
nonnced  character  may  be  present  where  disease  is  exclusively  con- 
fined to  the  peripheral  nerves,  as  in  some  cases  of  locomotor  ataxy, 
shows  that  the  condition  may  be  due  to  implication  of  a  single  one 
of  the  mechanisms  involved  in  co-ordination,  whilst  the  ascertained 
fact  that  there  is  no  necessary  relation  between  loss  of  either  tactile 
or  cororaoB  sensibility  and  co-ordinating  power,  apart  from  other 
considerations,  compels  us  to  admit  the  existence  of  sensory  muscle- 
nerves.     That  these  sensOTy  muscle-nerves  paJBS  to  the  cord  by  the 
posterior  roots  of  the  spinal  nerves,  and  that  they  are  first  distri- 
buted in  the  external  root-zone,  the  analogies  of  disease  abun- 
dantly prove.    Lesions  in  either  of  these  situations  give  rise  to 
lightning  pains,  disturbances  of  sensibility,  and  probably  extinction 
or  impairment  of  the  reflexes.     Beyond  these  paths  the  course 
taken  by  ordinary  sensory  impressions  and  those  coming  from  the 
muscles,  appears  to  be  different,  and  if  so,  a  lesion  which  affects 
alone  the  paths  for  the  sensory  muscle-nerves,  may  be  attended  by 
ataxy  alone.    A  very  important  case  recorded  by  Gilbert  in  the 
**  Archives  de  Neurologic,''  1882,  lends  strong  support  to  this  view. 
In  the  instance  referred  to,  a  stab  inflicted  in  the  dorsal  region  of 
the  spine  produced  complete  motor  paralysis  in  the  left  leg,  with 
loss  of  cutaneous  sensibility  in  the  right.     On  the  side  of  motor 
paralysis,  although  sensibility  was  unimpaired,  the  sense  of  posture 
was  completely  lost  and  the  patient  could  not  tell  whether  his  leg 
was  extended  or  flexed,  and  the  condition  passed  into  complete 
ataxy.     On  the  other  hand,  in  the  right  leg,  in  which  sensibility 
was  impaired,  the  sense  of  posture  was  present,  and  no  signs 
of  ataxy  developed  themselves.     This  case  goes,  at  least,  to  show 
that  whilst  the  nerves  conducting  tactile  impressions  decussate  in 
the  cord,   those  conducting   muscular  sense  impressions  do  not. 
What,  then,  is  the  position  of  the  sensory-muscular  tracts  in  the 
cord  ?    Before  attempting  to  answer  this  question,  in  the  light  of 
experiences  gleaned  from  experiments  of  disease,  I  may  point  out 
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the  peculiarities  alluded  to  by  Gowers  in  describing  the  pathological 
anatomy  of  ataxic  paraplegia — 1st,  that  in  nearly  all  the  cases  of 
ataxic  paraplegia  in  which  there  has  been  an  opportunity  of  examin- 
ing the  spinal  cord,  the  sclerosis  has  been  found  to  be  less  intense 
in  the  neighbourhood  of  the  root  zone  of  th«  postero-extemal 
column  than  is  the  case  in  tabes,  thus  accounting  for  the  non- 
interference with  the  reflex  arc,  and  the  absence  of  signs  of  irritation 
in  the  posterior  nerve  roots.  2ndly,  in  ataxic  paraplegia,  the  disease 
is  often  more  intense  in  the  dorsal  than  in  the  lumbar  region  of 
the  cord ;  whilst  in  tabes  the  process  of  sclerosis  is  so  widespread 
and  intense  over  the  entire  posterior  column  in  the  lumbar  region 
as  to  suggest  that  the  affection  of  the  column  of  Goll  is  one  of  an 
ascending  degeneration ;  and  thirdly— -and  to  this,  I  think,  most 
importance  should  be  attached — the  sclerosis  in  ataxic  paraplegia 
occupies  that  region  of  the  spinal  cord  in  which  the  short  vertical 
libres  run  which  connect  the  posterior  grey  matter  at  different 
levels.  These  fibres  would  appear  to  play  a  significant  role  in  the 
causation  of  ataxy.  They  constitute  the  '^  posterior  ground  fibres  " 
of  Flechsig,  have  a  course  upwards  and  downwards  of  only  four  or 
^\^  centimetres,  and  give  rise  in  the  middle  of  the  anterior  third  of 
the  external  column  in  the  dorsal  region  to  a  descending  degenera- 
tion of  a  comma-shaped  bundle  of  fibres.  When  we  refiect  how 
important  it  is  for  the  purposes  of  co-ordination  that  the  different 
spinal  segments  should  be  closely  connected  together,  we  can 
nnderstand  the  importance  of  the  function  assigned  to  these  fibres. 
Lastly,  it  is  to  be  noted  that  in  ataxic  paraplegia  the  disease  in  the 
lateral  columns  usually  involves  the  direct  cerebellar  tract,  which, 
according  to  Flechsig,  conducts  muscular  sensation  from  the  lower 
part  of  the  trunk. 

It  would  seem,  then,  apparently  correct,  if  three  situations  in 
the  cord  were  mentioned  as  positions  in  which  the  sensory  muscle 
tracts  are  met  with,  apart  from  their  connection  with  the  posterior 
horns  of  grey  matter — ^viz.,  the  columns  of  Ooll,  the  direct  cere- 
bellar tracts,  and  the  fibres  constituting  the  posterior  ground  fibres 
of  Flechsig. 

Examining  for  a  moment  the  nature  and  cause  of  the  motor 
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paralysis  which  exists  in  ataxic  paraplegia,  I  may  say  that  the  case 
exhibited  illustrates  in  a  marked  degree  the  features  usually  noted 
in  this  condition.  Although  ataxy  exists  to  a  marked  extent,  the 
gait  is  more  or  less  rigid.  The  legs  are  moved  stiffly  forwards  in 
progression,  and  the  front  part  of  the  foot  is  placed  first  upon  the 
ground.  The  stage  of  ultimate  spasm,  in  which  clasp-knife  rigidity 
and  clonic  spasm  exist,  has  not  jet  been  reached.  The  examination 
of  the  cord  in  cases  of  ataxic  paraplegia  shows  that  the  affection 
of  the  pyramidal  tracts  may  be  in  some  cases  so  slight  as  to  suggest 
a  doubt  of  the  paralysis  being  due  to  disease  of  these  columns. 
There  is,  however,  one  element  of  obscurity  which  arises,  in  refer- 
ring to  the  pyramidal  tracts  in  explanation  of  motor  paralysis. 
Taking  the  upper  segment  of  the  motor  path,  we  can  with  compara- 
tive facility  note  the  conditions  of  disease  which  affect  it,  from  its 
origin  in  the  motor  furea  of  the  cerebral  cortex  down  to  its  distri- 
bution in  the  anterior  and  lateral  columns  of  the  spinal  cord.  But 
between  these  pyramidal  fibres  and  their  terminations  in  the 
ganglion  cells  in  the  anterior  grey  horn,  the  motor  fibres  divide 
and  subdivide  in  the  intermediate  grey  matter  into  a  delicate  net- 
work of  fibrillae — the  network  of  Grerlach — which  join  with  the 
branching  processes  of  the  nerve  cells  of  the  anterior  horn.  As 
yet  we  have  no  proof  of  the  existence  of  any  lesion  which  is  con- 
fined to  these  intermediate  fibres,  though  it  is  easy  to  realise  how  a 
limited  lesion  in  this  region — ^limited  both  as  to  distribution  and 
intensity — would  be  likely  to  produce  serious  disturbance  <^f  the 
motor  function,  whilst,  except  the  disease  affected  universally  the 
fibres  of  tiie  entire  area,  the  recognition  of  any  morbid  change 
might  be  a  matter  of  insuperable  difficulty.  It  should  further  be 
borne  in  mind  that  the  distance  of  these  fibres  from  their  trophic 
centres  renders  them  specially  prone  to  disturbances  of  nutrition. 

There  is  one  point  which  must  strike  anyone  who  has  had  some 
experience  in  dealing  with  affections  of  the  spinal  cord  attended 
with  paralytic  lesions— that  in  a  certiiin  proportion  of  cases  signs 
of  the  most  profound  paralysis  completely  subside.  We  are 
prepared  for  this  in  certain  instances — for  example,  in  cases  of 
compression  myelitis,  in  acute  anterior  poliomyelitb,  and  in  the 
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paralyses  that  follow  concussion  or  hssmorrhage.  But  we  are 
disposed  to  regard  it  na  phenomenal  if  spinal  paralyses  outside  this 
category  gradually  improve  or  recover.  No  doubt  many  cases  of 
paralysis  which  have  been  regarded  as  central  in  origin  are  in 
reality  due  to  peripheral  neuritis;  but,  excluding  these,  cases 
undoubtedly  depending  upon  central  lesions,  at  least  undistinguish- 
able  from  those  depending  on  central  lesions,  are  met  with  in 
which  signs  of  profound  paralysis  subside.  One  of  the  best 
marked  instances  of  lateral  spinal  sclerosis  which  I  have  ever  had 
under  observation — a  case  which  is  recorded  in  the  ^'  Transactions 
of  the  Academy  of  Medicine  **  for  1884 — got  completely  well  in  the 
course  of  some  five  or  mx  months.  It  appears  to  me  to  be  an  error 
to  assume  the  existence  of  sclerosis  as  a  matter  of  routine  opinion, 
or,  even  if  that  opinion  be  formed,  that  necessarily  the  lesion  is 
irremediable.  Notwithstanding  the  giant  strides  that  have  been 
made  in  the  study  of  affections  of  the  brain  and  spinal  cord,  we 
must  admit  that  mudi  more  has  been  done  in  the  direction  of 
localisation,  and  in  the  determination  of  functions  of  nerve  centres 
and  tracts  than  in  adding  to  our  knowledge  of  the  different 
pathological  processes  by  which  disease  is  originated.  This  is, 
after  all,  intelligible  enough.  Taking  the  cord  alone,  without  its 
membranes,  it  is  probable  that  morbid  changes  may  arise  in  any 
one  of  the  elements  of  whidbt  it  is  composed — ^ganglion  cells,  nerve 
fibres,  connective  tissue  and  neoroglia,  blood-vessels  and  lympha- 
tics. Will  not  the  progress  and  termination  of  the  lesion  depend 
upon  the  tissue  which  is  involved,  upon  whether  the  change  is  an 
inflammatory  or  degenerative  one,  or  whether  inflammation  pre- 
cedes degeneration  or  follows  it?  But,  even  apart  from  those 
cases  where  paralysis  depends  upon  a  change  in  structure,  have 
we  not  abundant  proof  that  conditions  of  toxemia  may  produce 
profound  lesion  of  function  without  any  recognisable  change  of 
structure ;  and  further,  that  these  effects  are  produced  on  certain 
nervous  structures  by  a  process  of  selective  affinity.  I  may 
mention  as  instances— the  amaurosis  produced  by  the  use  of 
tobacco,  quinine,  or  alcohol ;  the  local  character  of  lead  palsy ;  the 
motor  paralysis  which  is  developed  in  acute  ascending  paralysis — a 
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disease,  it  would  seem,  of  bacterial  origin ;  the  effects  upon  the 
reflex  function  of  the  cord  by  the  use  of  strychnin,  or  in  tetanus ; 
the  limitation  of  the  effects  of  curara  to  the  termination  of  the 
lower  motor  segment.  More  suggestive  even  than  any  of  these 
mentioned  is  the  occurrence  of  eleven  cases  of  spastic  paraplegia, 
reported  by  Brunelli,*  as  the  result  of  the  use  of  a  vetch  (Lathyrus 
Cicera)  as  an  article  of  diet. 

Instances  such  as  I  have  mentioned  afford  a  hope  that  the  treat- 
ment of  some  forms  of  spinal  paralysis  may  be  of  greater  avail  in 
the  future  than  it  is  at  present.  No  doubt  cases  are  benefited  by 
certain  remedies,  and  under  their  use  recovery  sometimes  takes 
place.  In  cases  of  spastic  paralysis  I  believe  beneficial  effects 
follow  the  use  of  arsenic,  chloride  of  gold,  cod-liver  oil,  and  calabar- 
bean.  In  some  cases  the  degree  of  paralysis  seems  to  depend  to  a 
great  extent  upon  a  feeble  circulation,  due  to  a  weak  and  excitable 
heart.  This  was  specially  the  case  with  a  lady  suffering  from 
lateral  spinal  paralysis  whom  I  have  been  attending  for  the  past 
seven  years,  and  who  has  been  seen  frequently  by  Dr.  Growers,  and 
once  by  Dr.  Charlton  Bastian.  In  very  cold  weather,  or  when  from 
any  condition  the  heart  becomes  unusually  weak,  the  limbs  are 
almost  powerless  as  far  as  active  exertion  is  concerned ;  but  when 
the  patient  gets  warm,  or  the  action  of  the  heart  is  strengthened, 
there  is  a  considerable  return  of  power  in  the  legs.  Her  general 
condition  has  been  much  inproved  by  the  use  of  iron  and  Fellow's 
Syrup,  in  addition  to  the  drugs  already  enumerated,  and  she  is 
gradually  gaining  power  in  the  legs. 

If  we  recognise  these  forms  of  spinal  paralysis  which  do  not  pass 
into  hopeless  degeneration,  or  forms  where  the  lesion  is  of  a  nature 
akin  to  toxemia,  may  we  not  hope  that,  as  the  physiologist  shows 
us  the  effect  of  substances  like  atropin,  muscarin,  or  pilocarpin, 
and  curara,  on  special  parts  of  the  nervous  organism,  the  physician, 
with  the  advancement  of  medicine,  '^  in  dealing  with  many  forms  of 
paralysis,  may  introduce  into  the  economy  a  molecular  mechanism 
which,  like  a  very  cunningly  devised  torpedo,  shall  find  its  way  to 

*  Bar  one  caaae  pen  oonnue  de  la  Tabes  Dorsale  Spa0mocliqa«. — Ttkdb,  of  the 
International  Med.  Congress,  YoL  II.,  1881,  p.  i5. 


32     Congenital  Spastic  Paralysis  and  Ataxic  Paraplegia, 

some  particular  group  of  living  elements  and  cause  an  explosion 
amongst  them,  leaving  the  rest  untouched  ?  "  *  Until  then,  if  we 
are  not  disposed  to  rely  upon  the  use  of  drugs  which  are  tested 
either  by  scientific  experiment  or  by  vaned  experience,  we  may 
comply  with  a  popular  demand,  and  exhibit  without  risk  some  of 
the  fashionable  but  useless  drugs,  the  names  of  which  form,  prob* 
ably,  one-half  of  the  contents  of  the  Extra  Pharmacopoeia. 

*  Prof.  Hoxley.    Address  on  the  Connection  of  Biological  Sciences  with 
Medicine.— Lancet,  YoL  II.,  1881. 
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The  case  which  forms  the  text  for  the  communication  which  I 
have  the  honour  to  bring  before  the  Medical  Section  occurred  in 
the  practice  of  my  friend,  Dr.  Roughan,  of  the  Frenchpark  Dis- 
pensary.    I  was  staying  for  a  few  days  in  the  neighbourhood,  and 
saw  the  patient,  in  consultation  with  Dr.  Roughan,  on  the  first  day 
of  his  illness.     He  was  a  man  of  seventy  years  of  age,  who  had 
enjoyed  fairly  good  health  up  to  that  date.     He  was  attacked  with 
epistaxis  in  the  morning,  and,  as  this  had  resisted  the  usual  house- 
hold remedies,  medical  aid  was  summoned.     We  saw  the  patient 
about  3  p.m.     The  bleeding  from  the  nose,  principally,  if  not 
solely,  from   the  right  nostril,   still  continued  steadily;   it  was 
moderately  profuse.     The  loss  of  blood  up  to  that  time  amounted 
to  about  a  pint.     It  coagulated  fairly  well,  and  a  pendent  clot,  up 
to  an  inch  and  a  quarter  in  length,  or  so,  always  tended  to  form 
at  the  anterior  part  of  the  septum  narium,  when  this  region  was 
left  untouched  for  a  few  minutes.     The  patient  was  sitting  upright 
in  a  chair,  with  the  head  leaning  forward,  and  was  naturally  some- 
what weakened  by  the  loss  of  blood.     What  specially  alarmed  both 
him  and  his  family,  however,  was  the  fact  that  an  apparently 
similar  attack  had  proved  fatal  to  his  son,  a  young  man  of  twenty- 
one,  about  a  year  before. 

On  examining  the  patient,  I  observed  some  smaU  ecchymotic 
patches  on  the  temples,  which  led  me  to  look  over  other  parts  of 
the  surface,  when  I  found  that  dermic  extravasations — ^for  the 
most  part  extremely  minute — had  formed  here  and  there  over  the 
whole  cutaneous  area ;  they  were  best  marked  on  the  temples  and 
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lower  part  of  legs,  but  no  part  of  the  surface  was  quite  free.  The 
patient's  attendants  had  already  noticed  them ;  and,  on  inquiry,  I 
ascertained  that,  in  the  case  of  his  son,  already  referred  to,  a  similar 
phenomenon  had  occurred.  The  young  man,  like  his  father  in  the 
present  instance,  had  been  seized  with  epistaxis  without  assignable 
cause.  Cutaneous  extravasations  began  to  form  almost  simulta- 
neously. He  was  skilfully  attended  by  Dr.  Walsh,  now  of  the 
Castlerea  Dispensary,  but  the  bleeding  resisted  everything  that 
medical  skill  could  devise.  It  persisted  during  the  night,  and,  in 
the  course  of  the  second  day,  the  patient  ^'  vomited  up  a  basinful  of 
black  blood,"  and  died  soon  after.  This  history  interested  me  very 
much.  Further  questioning  elicited  no  other  peculiarities  either 
of  health  or  disease. 

Our  patient,  whose  epistaxis  we  were  specially  called  upon  to 
treat,  was  of  a  somewhat  apathetic  disposition,  "but  appeared 
possessed  of  about  average  intelligence.  The  body  was  fairly  well 
nourished ;  there  was  no  more  evidence  of  ansemia  than  would  be 
accounted  for  by  the  loss  of  blood  which  had  occurred  during  the 
present  bleeding ;  a  slight  venous  hum  was  heard  over  the  external 
jugular  vein ;  there  was  no  oedema  of  the  legs,  and  no  evidence  of 
organic  disease  of  the  heart ;  the  pulse  was  beating  regularly  at 
the  rate  of  78  per  minute,  and  was  soft  and  compressible.  The 
patient  was  now  placed  sitting  bolt  upright  in  a  chair,,  with  the 
feet  in  water  containing  mustard,  as  warm  as  could  well  be  borne, 
and  was  taught  to  compress  the  right  nostril  with  the  left  hand, 
while  he  held  the  right  arm  vertically  above  the  head.  Local 
astringents  were  applied  at  intervals ;  tr.  fer.  per.  was  administered 
by  the  mouth,  and  a  full  dose  of  ergotin  hypodermically.  All 
these  things  failed,  however,  to  control  the  haemorrhage ;  the  blood 
escaped  into  the  pharynx  when  prevented  from  passing  by  the 
nostril,  and,  after  three-quarters  of  an  hour  of  this  experience,  the 
purpuric  rash  was  obviously  increasing,  while  the  epistaxis  con- 
tinued as  before. 

Accordingly,  it  was  determined  to  plug  the  posterior  nares — a 
procedure  which  I  effected  with  the  aid  of  a  modification  of 
Bellocq's  cannula,  ingeniously  devised  by  Dr.  Roughan,  and  much 
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more  convenient  and  satisfactory  in  application  than  the  original 
instmment.  The  plug  was  firmly  lodged,  and  the  nostril  was  also 
filled  with  lint,  steeped,  as  was  the  posterior  tampon,  in  turpentine, 
and  firmly  secured  in  position  by  knotting  over  it  the  ends  of  two 
ligatures  attached  to  the  plug  behind. 

During  the  operation  of  plugging  I  noticed  that  a  slight  abrasion, 
or,  apparently,  an  amount  of  friction,  which,  ordinarily,  would  have 
had  no  effect,  caused  the  mucous  membrane  to  bleed  freely ;  so  that 
the  escape  of  blood  during  the  procedure  was  considerable.  The 
patient,  accordingly,  felt  faint  when  the  operation  was  concluded ; 
but  I  would  not  allow  him  to  lie  down  for  some  time  after,  as  I 
hoped  that  he  should  derive  further  haemostatic  advantages  from 
the  temporary  cardiac  weakness  while  in  the  upright  position. 
When  this  latter  symptom  had  passed  away  the  patient  was  placed 
in  bed  as  comfortably  as  we  could  make  him,  with  the  head  raised, 
and  the  feet  comfortably  warm.  Still,  although  the  bleeding  was 
checked,  a  slight  oozing  continued,  and  the  coagulative  power  of 
the  blood  seemed  diminished,  so  that  it  soaked  through  the  com- 
pressed lint  with  comparative  ease,  although  in  small  quantity.  A 
supply  of  medicine  (tincture  of  the  perchloride  of  iron)  was  left 
with  the  patient,  with  directions  for  regular  administration.  I 
had,  from  the  first,  given  the  gravest  possible  prognosis ;  and,  at 
our  suggestion,  a  clergyman  was  at  once  sent  for,  and  the  rites  of 
the  Roman  Catholic  Church,  of  which  the  patient  was  a  member, 
were  administered  before  we  left  the  house. 

Dr.  Roughan  and  I  again  saw  the  patient  next  day,  and  found 
him  fairly  comfortable,  except  that  he  complained  a  little  of  ^'  the 
thing  **  in  the  back  of  his  throat— -meaning  the  plug.  The  same 
slight  oozing  of  blood  still  continued.  The  pulse  was  now  72  per 
minute,  soft  and  compressible,  but  apparently  much  more  full  than 
on  the  previous  day.  We  did  not  think  it  advisable  to  disturb  the 
plug.  A  hypodermic  dose  of  ergotin  was  given,  and  the  patient 
got  an  increased  quantity  of  his  iron  styptic. 

I  did  not  see  the  patient  again.  Dr.  ]loughan  afterwards  in- 
formed me  that  he  died  on  the  following  Thursday;  the  same 
oozing  of  blood  having  continued  to  the  end,  and  the  patient  getting 
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gradually  weaker.  Dr.  Roughan  did  not  see  him  on  the  day  of  his 
death ;  but  a  letter  which  1  received  from  a  young  friend  of  mine 
living  in  the  neighbourhood,  who  is  a  highly  distinguished  graduate 
of  Trinity  College,  and  who,  being  much  interested  in  our  patient, 
saw  him  at  frequent  intervals,  contained  the  following  informa- 
tion :— That  the  patient  ^'  died  on  Thursday  night,  after  lingering, 
but  generally  in  a  conscious  state,  until  that  time.  The  only 
observation  I  made  about  him  was  the  strong,  regular  pulse,  which 
remained  until  just  before  his  death,  or,  at  least,  until  a  few  hours 
of  it,  when  I  last  felt  him.  It  did  not  seem  to  have  grown  in  the 
least  fainter  despite  the  loss  of  blood,  which,  at  intervals,  continued 
to  trickle  from  the  nostrils.  He  was  able  to  take  a  beaten-up  egg, 
and  a  few  other  things ;  but,  for  more  than  half  the  time  after  you 
left  him,  he  remained  in  a  sleepy  or  semi-conscious  state,  though 
when  he  awoke  out  of  it  he  was  wonderfulFy  conscious.'' 

This  case  presents  several  points  of  interest,  whether  we  examine 
it  with  regard  to  the  diagnosis,  its  pernicious  tendency,  or  the 
history  of  heredity.  The  latter,  as  shown  by  the  occurrence  of  a 
train  of  similar  symptoms  in  father  and  son,  involves  a  complication 
in  the  diagnosis,  as  it  might  lead  some  of  us  to  think  of  haemophilia, 
the  hereditary  tendency  of  which  is  usually  much  more  pronounced, 
and  which,  in  some  cases  at  least,  runs  a  very  similar  course.  But 
the  absence  of  any  preceding  indication  of  ^^ove  of  bleeding** 
decided  me  in  my  original  view  of  the  case  as  one  of  the  '^  morbus 
maculosus"  of  Werlhoff^more  familiarly  known  by  the  name 
which  I  have  placed  at  the  head  of  this  communication.  I  should 
also  mention,  before  concluding,  that  there  was  no  elevation  of 
temperature,  and  no  enlargement  or  tenderness  of  the  joints,  and 
that,  although  there  was  some  melsena  afterwards,  it  was  not  more 
than  would  be  accounted  for  by  swallowing  of  the  blood  which 
trickled  down  the  pharynx  from  the  posterior  nares. 

I  do  not  think  it  advisable  to  lengthen  this  short  note  of  an 
uncommon  form  of  disease  by  discussing  any  of  the  thousand  and 
one  shadowy  theories  of  purpura  and  haemophilia  which  have  up  to 
the  present  been  placed  before  the  professional  public.  None  of 
them  appears  to  me  to  have  any  established  basis  of  demonstrable 
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scientific  facts.  The  peculiar  clinical  features  of  the  case  itself 
Tvill,  I  trust,  be  accepted  as  a  sufficient  apology  for  my  introduction 
of  it  to  the  notice  of  the  members  of  the  Section  of  Medicine  of 
the  Royal  Academy  of  Medicine. 
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A  LARGE  number  of  girls  suffer  during  puberty  from  a  condition 
of  iU-health  characterised  by  a  very  constant  train  of  symptoms, 
to  which  the  names  ansmia  and  chlorosis  are  applied.  Although 
the  disease  is  so  common,  its  symptoms  so  plain,  and  the  treatment, 
as  a  rule,  so  successful,  the  etiology  is  by  no  means  well  established, 
various  theories  being  put  forth  by  different  writers. 

Trousseau*  considered  it  a  neurosis,  the  blood-changes  being 
secondary.  Niemejer^  appears  to  consider  it  as  a  result  of  prema- 
ture sexual  activitj.  He  writes :  '^  According  to  my  observation, 
obstinate  chlorosis  attacks  all  young  girls  without  exception  in 
whom  the  menses  have  appeared  in  the  twelfth  or  thirteenth  year, 
before  the  development  of  the  breasts  and  pubes."  Mitchell  Bruce  <^ 
says  the  origin  of  the  disease  lies  in  a  peculiar  condition  of  the 
blood  and  blood-vessels,  which  is  believed  to  be  congenital  and 
perhaps  hereditary.  Aitken*'  considers  chlorosis  as  one  of  the 
'Afunctional  diseases  of  the  female  organs  of  generation  in  the 
unimpregnated  state."  Sir  Andrew  Clark*  considers  ^'fseculent 
retention  and  its  consequences"  as  the  cause.     S^e'  looks  upon 

•  Clinical  Medicine.    1872.    Vol.  V.,  page  101. 

^  Textbook  of  Practical  Medicine.    Vol.  II.,  see.  8,  chap.  i. 
"  Quain's  Dictionary  of  Medicine,  art.  Anaemia. 

'  Quoted  by  Sir  Andrew  Clarke  in  a  paper  read  before  the  Medical  Society 
of  London,  Nov.  14th,  1887. 

•  Medical  Society  of  London,  Not.  14tb.  1887. 
'  Quoted  by  Sir  Andrew  Clark. 
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the  inabilitj  of  the  organism  to  meet  the  demands  made  upon  it 
bj  the  simultaneous  advent  of  menstruation  and  of  rapid  growth 
of  the  tbsues  as  the  cause. 

A  great  many  predisposing  and  exciting  causes  hare  been 
described  by  various  authors;  most  of  these  seem  to  be  not  so 
much  causes  as  merely  coincident  with  the  time  of  life  at  which 
the  disease  begins,  but,  generally  speaking,  all  things  are  causes 
which  lessen  metabolism  and  the  power  of  the  system  to  meet  the 
demands  made  upon  it — such,  for  instance,  as  want  of  exercise, 
improper  food,  and  vitiated  air,  and  the  variety  of  the  disease 
caused  will  depend  greatly  upon  the  force  and  direction  of  these 
causes. 

The  distribution  of  the  disease  bears  this  out  It  is  not  confined 
to  any  class,  but  is  more  often  met  with  in  large  towns  than  in  the 
country,  and  is  much  more  common  amongst  girls  who  sit  at  their 
work  than  amongst  others.  When  it  does  occur  amongst  servants, 
defective  drainage  is  often  an  exciting  cause.  In  Dublin  the  disease 
is  very  common ;  yet  in  Huddersfield,  where  the  great  majority  of 
the  girls  work  from  an  early  age  in  mills,  it  does  not  seem  to  be 
common,  as,  on  looking  over  the  notes  of  more  than  600  cases 
treated  there  consecutively,  I  find  only  three  examples  of  the 
disease,  and  one  of  these  girls  is  specially  noted  as  having  a 
'^  sitting  job"  in  a  mill.  The  chief  differences  between  the  girls 
in  Yorkshire  towns  and  those  in  Dublin  are  that  the  former  are 
better  fed  and  have  more  exercise  both  at  their  work  and  after  it. 

But,  although  these  causes  are  generally  met  with,  sometimes 
they  are  absent,  and  the  disease  occurs  in  girls  of  good  physique, 
living  in  country  air,  warmly  clad,  and  well  fed. 

In  Sir  Andrew  Clark's  paper,*  the  graphic  description  of  the 
patient's  condition  only  dealt  with  one  variety  of  the  disease— that 
generally  termed  chlorosis ;  but  other  well-marked  varieties  of  the 
anaemia  of  puberty  are  met  with.  I  would  venture  to  propose  the 
foUowing  classification : — 

1.  Fat  anaemia,  where  there  is  a  well-marked  deposit  of  adipose 
tissue. 

*  Loe,  cU, 
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2.  Anaemia  of  overgrowth,  where  there  has  heen  well-marked 
general  increase  of  growth  without  much  deposit  of  fat. 

d.  Anaemia  of  general  malnutrition. 

The  first  and  second  and  the  second  and  third  may  overlap,  but 
never  the  first  and  third.  In  the  first  variety  the  symptoms  of 
anaemia  generally  follow  the  deposit  of  fat  in  the  tissues ;  in  the 
second  they  follow  the  rapid  growth ;  in  the  third  they  generally 
follow  the  appearance  of  the  menses.  The  second  and  third  (those 
in  which  there  is  no  deposit  of  fat)  are  liable  to  be  complicated  by 
tubercular  disease. 

In  spite  of  the  great  weight  of  Sir  Andrew  Clark's  experience,  I 
cannot  look  upon  constipation  as  even  an  important  cause  of  this 
anaemia.  Constipation  and  anaemia  are  often  associated,  but  very 
often  the  constipation  is  not  greater  than  would  be  expected  from 
the  general  sluggishness  of  the  functions,  and  b  similar  in  signifi- 
cance to  the  copious  pale  urine,  of  low  specific  gravity  and  deficient 
in  urates,  so  generally  associated  with  this  anaemia.  That  the  con- 
stipation is  accompanied  not  only  by  torpidity,  but  also  by  loss  of 
power,  is  shown  by  the  failure  of  belladonna  and  nux  vomica  to 
relieve  it« 

Another  argument  against  constipation  being  the  cause  of  the 
disease  is  that  cure  often  follows  the  use  of  iron  in  the  form  of 
Griffith's  mixture  or  Bland's  pills,  without  any  purgatives  being 
administered. 

Habitual  constipation  is  a  common  complaint,  and  as  long  as  the 
bowels  are  evacuated  regularly,  uncomfortable  symptoms  seldom 
arise,  no  matter  what  the  interval  between  the  motions.  There 
seems  no  reason  why  constipation  should  at  one  age  and  in  one  sex 
cause  this  characteristic  train  of  symptoms,  and  produce  none  of 
these  symptoms  at  other  times. 

In  some  curious  cases  the  constipation  is  persistent  through  life, 
but  is  not  accompanied  by  any  definite  symptoms  except  at  puberty 
and  the  menopause,  at  both  which  periods  there  is  palpitation  and 
shortness  of  breath  on  exertion.  In  one  case,  at  present  under 
observation,  there  has  been  obstinate  constipation,  as  a  rule  not 
more  than  one  motion  in  nine  days ;  the  patient  is  now  forty,  and  it 
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is  only  quite  lately  that  the  palpitation  and  shortness  of  breath  have 
appeared. 

With  regard  to  the  occurrence  of  the  menses,  my  experience  is 
very  different  to  that  of  Niemeyer.*  Early  development  and  not 
premature  menstruation  seems  the  rule.  Often  the  anasmia  sets  in 
without  any  appearance  of  the  menses,  but  in  many  cases  there  has 
been  a  slight  appearance  for  from  one  to  three  or  four  months,  and 
then  either  a  total  cessation  or  an  occasional  slight  appearance  for 
a  month  or  two,  and  then  several  months  without  any. 

Generally  speaking,  I  have  found  that  in  the  anaemia  of  general 
malnutrition  the  menses  may  be  absent,  scanty,  or,  in  rare  cases, 
normal.  In  the  anaemia  of  overgrowth  there  is  an  attempt  at 
establishment  of  menses  without  development  of  the  breasts,  &c. 
The  beginning  of  fatty  anaemia  is  coincident  with  development  of 
the  breasts  &c« 

In  the  fatty  anaemia  there  is  certainly  an  hereditary  acquired 
causation.  It  is  very  common  to  find  several  sisters  affected.  In 
one  family  I  have  noted  four,  in  another  three,  and  in  several  two 
so  affected.  In  these  cases  I  have  often  found  that  the  mother  has 
been  married  early  in  life,  and  I  have  learned  to  look  upon  this  as 
an  important  factor.  In  one  family  of  good  means,  and  living  in 
the  country,  the  mother  was  eighteen  years  of  age  at  the  birth  of 
her  first  child,  she  has  had  five  sons  and  three  daughters ;  all  the 
sons  have  been  very  strong,  but  the  daughters,  although  when 
young,  strong  and  of  healthy  colour,  have  all  passed  through  well- 
marked  fatty  anaemia.  In  another  case  the  mother  never  suffered 
from  anaemia ;  her  first  child,  a  daughter,  was  bom  when  she  was 
only  seventeen;  the  child  is  now  rapidly  getting  stout,  has  no 
appearance  of  the  menses,  and  is,  in  fact,  passing  into  fatty  anaemia* 

Another  very  interesting  point  in  this  variety  of  anaemia  is, 
that  if  any  strong  call  in  a  particular  direction  is  made  upon  the 
system,  it  will  be  able  to  meet  it ;  thus,  there  is  generally  marked 
shortness  of  breath  and  palpitation  on  going  upstairs,  and  but 
little  whilst  walking  not  too  rapidly  on  level  ground — yet  domestic 
servants,  so  anaemic  as  hardly  to  be  able  to  walk  on  level  ground, 

^  Loc.  cUt 
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will  sometimes  be  able  to  cany  heavy  weights  upstairs.  This  I 
have  never  observed  in  the  other  forms  of  anaemia. 

A  most  important  contribution  to  the  etiology  of  the  disease  has 
been  made  by  Benek^,*  who  has  shown  that  the  annual  increase 
in  the  heart  and  blood-vessels  in  girls  up  to  puberty  is  8  per  cent, 
per  annum,  whilst  during  the  establishment  of  menstruation  it  is 
80  to  100  per  cent. ;  so  that  if  puberty  is  established  in  a  single 
year  an  extra  growth  of  from  70  to  90  per  cent,  weight  in  addition 
to  ordinary  growth  is  entailed,  and  that  at  the  end  of  puberty  the 
lungs  have  arrived  at  the  fullest  development,  and  the  excretion  of 
carbonic  acid  gas  has  reached  its  highest.  There  is  no  such  rapid 
change  in  the  male. 

Professor  Bowditch  ^  says  that  up  to  eleven  or  twelve  boys  are, 
on  the  average,  taller  and  heavier  than  girls ;  for  the  next  two  or 
three  years  girls  have  the  advantage ;  whilst  after  fourteen  or 
fifteen  boys  again  excel  in  strength  and  height. 

It  is  probable  that  the  cause  of  this  rapid  development  of  the 
female  is  to  be  found  in  sexual  selection.  Men  generally  choose 
wives  younger  than  themselves,  and  so  women  who  are  early 
sexually  mature  are  most  likely  to  be  married  and  have  offspring. 
In  time  this  ought  to  cause  a  rapid  maturity,  and  the  general 
tendency  would  be  emphasised  in  the  offspring  of  mothers  who 
were  married  young. 

The  parts  affected  in  this  rapid  development  are  the  various  tissues 
derived  from  the  mesoderm.  The  white  cells  and  blood  corpuscles, 
the  heart  and  blood-vessels,  the  reproductive  organs,  and  the 
supporting  and  connecting  tissues  .are  chiefly  affected.  During 
puberty  the  mesoderm  is  largely  called  upon  by  the  rapid  growth 
of  the  organs  concerned  in  generation.  If  the  system  is  unable  to 
meet  the  demands  made  upon  it,  anemia  results.  If  badly  under- 
nourished, the  system  is  almost  certain  to  fail  to  meet  the  extra 
demands,  and  the  anaemia  of  general  malnutrition  is  established. 
If  at  the  time  the  rapid  growth  of  the  organs  of  circulation  and 

*  Der  Ueber  das  Yolamen  dea  Hersexui  and  die  Weite  der  Aiteria  m  den 
Verachiedenen  Hebensnlten.    1879. 
b  The  Growth  of  Children.    1877. 
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reproduction  is  set  up,  there  is  active  growth  of  the  bones, 
muscles,  and  other  tissues,  the  system  may  be  overtaxed  by  the 
further  demand,  and  the  anaemia  of  overgprowth  gradually  appear. 
In  a  third  class  of  cases  the  mesodermal  energy  is  misdirected,  and 
instead  of  the  demand  being  supplied,  an  excessive  amount  of 
reserve  tissue  (possibly  resulting  in  part  from  deficient  oxidation) 
is  forined,  and  fat  anaemia  develops. 

That  there  is  not  only  an  accumulation  of  fat,  bat  deficient 
growth  and  a  fat  substitution,  is  shown  by  the  aorta  of  small  calibre 
and  the  unequal  thickness  and  fatty  metamorphosis  of  the  intima, 
which  are  so  weU-marked  as  to  have  led  to  the  idea  that  the  cause 
of  the  disease  is  a  congenital  condition  of  the  blood  and  blood- 
vessels.* 

With  regard  to  prognosis  and  treatment,  I  would  add  only  a  few 
words.  In  the  variety  of  anaemia  associated  with  deposit  of  fat 
there  is  sufficient,  but  misapplied,  vitality,  and  cure  may  be  looked 
for.  The  treatment  is  twofold,  specific  and  symptomatic.  Iron 
may  fairly  be  called  a  specific ;  introduced  in  quantities  far  exceed- 
ing the  ordinary  needs  of  the  system,  it  does  good,  and  often, 
without  any  assistance,  cures.  Dr.  Oswald  Schmiedeberg**  says : — 
^'  The  possibility  cannot  be  denied  that  under  conditions  otherwise 
favourable  and  necessary  to  the  cure,  the  formation  of  red  blood 
corpuscles  may  be  forced,  even  by  an  increase  of  the  iron  absorbed, 
which,  though  in  itself  minute,  is  kept  up  a  considerable  time 
because  of  a  long-continued  extra  supply  of  the  metaL" 

It  seems  probable  that  the  iron  acts  by  modifying  the  mesodermal 
growth  and  checking  the  excessive  formation  of  a  reserve  material 
Arsenic  and  the  mineral  acids  also  do  good,  but  I  believe  not  so 
rapidly. 

Ab  bearing  on  the  specific  action,  I  may  mention  that  the  syrup 
of  the  iodide  of  iron  has  seemed  to  me  to  act  much  more  rapidly 
and  efiFectively  than  the  syrups  of  the  phosphates  and  of  the 
hypophosphites. 

The  form  in  which  the  iron  is  given  must  vary  with  the  neces- 

*  Cf.  Dr.  Mitcbell  Brace,  loc.  cif, 

b  "Elements  of  Phannacology/'  1887,  p.  182. 
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sities  of  the  case.  As  a  rale  I  order  four  or  five  grains  of  the  iron 
and  aloes  pill  of  the  B.  P.  each  night,  or,  if  there  is  much  constipa- 
tion, each  night  and  morning.  In  this  form  I  have  never  found 
the  iron  disagree.  If  there  is  a  catarrhal  condition  of  the  mucous 
memhrane  of  the  stomach,  I  use  a  mixture  containing  sulphate  of 
magnesia  and  sulphuric  acid,  either  adding  sulphate  of  iron  to  it, 
or  ordering  the  myrrh  and  iron  pill  of  the  B.  P.  In  some  forms 
of  dyspepsia  I  find  sulphate  and  carbonate  of  magnesia,  with 
aromatic  spirits  of  ammonia,  act  well  in  conjunction  with  the 
myrrh  and  iron  pills.  Very  rapid  improvement  follows  the  use  of 
the  solution  of  perchloride  of  iron,  B.  P.,  but  some  cannot  take  it. 
I  find,  however,  that  it  disagrees  with  comparatively  few  since  I 
have  prescribed  it  (on  the  suggestion  of  Dr.  Cameron,  of  Hudders- 
field)  with  an  equal  quantity  of  spirits  of  nitrous  sBther.  Hygienic 
treatment  is  also  important.  Fresh  air,  good  food,  especially  meat, 
and  moderate  exercise  are  useful,  but  over-exertion  is  hurtful,  and 
tends  to  prolong  the  anaemia,  or  even  to  render  it  permanent. 

In  the  ansBmia  from  overgrowth  the  prognosis  is  generally  good, 
but  the  possibility  of  tubercular  disease  must  not  be  overlooked* 
Fresh  air,  nourishment,  especially  milk,  and  comparative  rest,  are 
all  important.  Iron  has  not  seemed  to  me  to  be  so  necessary — when 
given  it  is  generally  in  the  form  of  the  syrups  of  the  iodide  and  of 
the  phosphates.  If  purgatives  are  required,  I  prefer  the  saline 
ones,  and  avoid  aloes. 

In  the  anaemia  of  general  malnutrition  the  prognosis  is  bad ;  the 
excessive  demand  comes  upon  a  system  but  badly  able  to  fulfil  its 
ordinary  duties,  and  permanent  debility  generally  results.  In  such 
cases  country  air,  perfect  rest,  and  plenty  of  milk  and  other  easily 
assimilated  food  is  what  is  required,  and  medicine  is  of  secondary 
importance.  I  have  found  most  benefit  from  the  sulphates  of  iron, 
quinine  and  magnesia  in  combination  with  hydrobromic  acid. 


A  CASE  OF  GASTRIC  EPILEPSY. 

By  ARTHUR  WYNNE  FOOT,  M.D.,  Univ.  Dubl. ; 

Senior  Physician  to  tlie  Meath  Hospital ; 
Vice-President  of  the  King  and  Queen's  College  of  Physidans  in  Ireland. 

[Read  in  the  Section  of  Medicine,  March  9, 1888.] 

In  this  communication  the  term  gastric  epilepsy  is  used  in  reference 
to  epilepsy  whose  exciting  cause  is  apparently  due  to  the  irritation 
of  various  kinds  of  food  towards  which  the  stomach  exhibits  an 
abnormal  sensibility.  The  propriety  of  the  term  will  be  discussed 
by-and-by. 

The  subject  of  the  case  had,  when  three  years  old,  an  attack  of 
what  was  regarded  as  cerebro-spinal  meningitis.  This  was  followed 
by  very  violent  general  chorea,  which  lasted  for  three  weeks,  after 
which  one  of  his  feet  was  for  some  time  in  a  condition  of  talipes 
varus.  There  was  no  family  history  of  epilepsy,  but  some  neurotic 
traits  were  perceptible  in  his  immediate  relatives.  His  mother 
was  of  an  excitable  and  emotional  temperament,  which  might  be 
socially  called  fussy  and  medically  hysterical.  His  father  died  of 
paralysis,  but  it  was  induced  by  worry,  overwork,  and  mental 
annoyance.  One  of  his  brothers  suffered  from  brain  failure  after 
an  attack  of  scarlatina.  This  collapse  was  marked  by  loss  of 
memory,  failure  of  power  of  application,  and  distaste  for  studies 
formerly  relished.     He  recovered  completely  aftec  prolonged  rest. 

The  subject  of  the  case  was  physically  as  strong  and  active  as 
boys  of  his  age,  but  was  rather  dull  and  retiring.  He  was  not 
considered  very  forward.  His  education  was  effected  slowly,  from 
a  disinclination  to  press  him  at  lessons,  because  it  was  thought 
overstudy  might  be  injurious  to  his  brain  on  account  of  the  severe 
attack  he  had  when  three  years  old.  His  tastes  were  quiet  and 
unobtrusive.     He  was  fond  of  gardening  and  of  animals.     His 
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skill  in  rearing  plants,  often  nnder  great  difficulties,  was  only 
equalled  bj  his  success  in  taming  and  training  animals,  over  which 
he  seemed  to  exercise  a  kind  of  fascination,  which  appeared  to  be 
reciprocated.  These  powers  showed  him  to  be  possessed  of  much 
patience  and  close  observation,  combined  with  kindness  and  gentle- 
ness. 

At  the  age  of  seventeen  he  had,  in  midwinter,  an  attack  of 
scarlatina,  which  was  not  marked  hj  any  feature  of  undue  severity. 
Delirium  was  slight  and  transitory.  He  desquamated  safely,  and 
there  were  no  renal  sequelsB.  During  convalescence  there  were 
rheumatoid  pains  in  the  joints  and  eyeballs,  and  his  pulse  was  fre- 
quently below  70. 

On  August  12th,  1874,  seven  months  after  his  recovery  from 
the  scarlatina,  and  when  he  was  in  his  eighteenth  year,  he  had  a 
fit  in  the  store-room  at  6  p.m.  He  called  out  for  his  father,  who 
was  not  far  off,  and  who,  on  arriving,  found  him  fallen  to  the 
ground,  unconscious,  convulsed,  and  frothing  at  the  mouth.  When 
I  saw  him  half  an  hour  afterwards  his  pulse  was  60;  the  eyes 
were  swollen,  and  the  conjunctivae  much  ecchymosed.  The  rupture 
of  the  subconjunctival  vessels  indicated  a  violent  attack,  as  do 
petechias  of  the  skin  from  rupture  of  the  blood-vessels  of  the 
corium.  It  was  admitted  that  he  had  been  over-eating  himself 
lately,  and  the  immediate  cause  of  the  attack  was  set  down  to  a 
surfeit  of  not  overripe  plums  to  which  he  had  got  access  in  the 
store-room.  It  was  not  found  out  whether  he  had  not  also  swal- 
lowed some  of  the  plum  stones.  For  several  days  subsequently 
the  pulse  ranged  between  56  and  60.  For  some  time  before  this 
attack  he  had  been  liable  to  diplopia  after  reading,  and  one  day 
exclaimed,  '<Is  there  fish  for  dinner?  I  see  two  forks,"  when 
there  was  but  one. 

He  spent  the  following  month  (September,  1874)  in  Wales, 
apparently  in  as  good  health  as  usual.  On  Sunday,  October  4th, 
he  ate  a  good  deal  of  salad  at  dinner.  That  evening  at  10  80, 
when  he  was  in  bed,  reading  a  book  before  going  to  sleep,  he  felt 
a  sensation  going  from  the  fingers  of  his  left  hand  upwards  towards 
his  head.    Then  his  head  got  confused.     He  called  his  mother 
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several  times,  but  only  recollected  having  done  so  once.  When 
she  came  to  his  room  she  found  him  in  a  fit— eyes  open  and  turned 
upwards,  mouth  working,  face  very  pale.  He  soon  came  to  himself 
without  any  coma,  but  trembled  afterwards,  as  if  in  a  rigor,  for  15 
minutes.  I  saw  him  while  trembling.  Pulse  was  80,  and  tem- 
perature 98*7^.  Next  day  his  pulse  was  60,  as  usual.  Dr.  Hudson 
saw  him  with  me  in  the  afternoon,  and  it  was  decided  to  put  him 
on  belladonna,  according  to  Trousseau's  method  :^- 

I(.  Eztracti  belladonnse         -  '    ST*  i 

Pulv.  fol.         „  -  •    g^'  t 

Pro.  pil. ;  mitte  100  similes. 
One  pill  to  be  taken  every  morning  for  the  first  month,  two  for 
the  second  month,  and  so  on,  according  to  the  toleration  of  the 
drug  and  its  influence  on  the  disease.  His  bowels  were  to  be 
cleared  out  beforehand  with  castor-oil  and  turpentine.  This  was 
done. 

On  Nov.  19th  he  got  a  giddiness  at  luncheon  time,  and  found 
himself  ^'  saying  things  wrong."  Dec.  15th,  got  a  queer  sensation 
in  his  head  at  breakfast,  and  afterwards  his  arms  became  cataleptic ; 
shortly  afterwards  he  vomited  for  some  time.  He  had  eaten  beef- 
steak at  breakfast.  On  the  evening  of  Saturday,  Jan.  16th,  1875, 
he  had  a  fit  after  having  eaten  a  good  deal  of  cream.  May  12th, 
1875,  after  an  interval  of  four  months,  he  had  a  fit  inmiediately 
after  dinner,  at  which  he  had  eaten  rich  pudding. 

Aug.  9th,  1875,  Dr.  Hudson  saw  him  again.  It  was  decided  to 
leave  off  the  belladonna,  which  had  been  increased  up  to  four  pills 
a  day,  and  to  put  him  on  15-grain  doses  of  brom.  potass,  ter  die 
with  a  small  quantity  of  strychnin.  His  bowels  have  been  most 
obstinately  costive  ever  since  his  attack  of  scarlatina,  although 
they  used  to  be  quite  regular  before.  Sept  10th,  1875,  he  had  an 
attack  at  Llandudno  when  he  had  almost  finished  his  dinner.  He 
had  eaten  a  quantity  of  fat  mutton.  Dulness  and  hiccough  after 
the  fit  were  rather  prolonged.  Dec.  13th,  1 875,  had  a  fit  at  dinner ; 
he  had  just  eaten  rapidly  and  heartily  of  roast  mutton.  He  had  a 
long  attack  of  tremor  after  it. 

Dec.  2drd,  1875,  just  at  midnight  when  in  bed,  he  had  a  fit,  the 
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seventh  of  the  haiU  nud.  He  called  out  for  help  sufficiently  loud  to 
alarm  his  parents,  who  found  him  convulsed  and  insensible  when 
they  got  to  his  room.  A  little  wine  stopped  the  tremor  and  chat- 
tering of  his  teeth.  Next  day  his  pulse  was  56.  Dr.  Hudson  saw 
him  a  third  time,  and  it  was  decided  to  have  him  dine  early,  to 
take  some  wine  (Carlowitz),  and  he  was  ordered  arsen.  ferri  -^  gr. ; 
phosph.  zinci.,  ^  gr. ;  ext.  nuc.  vom.,  ^  gr. ;  in  pill  twice  a  day. 
His  face  never  got  livid  during  or  after  a  fit,  and  the  most  usual 
introductory  symptom  is  giddiness  and  confusion  of  mind.  Up  to 
this  he  had  had  seven  attacks  of  the  fully  marked  kind. 

1.  12th  August,     1874,  attributed  to  plums. 

2.  4th  October,         „  „  salad. 

3.  IGth  January,   1875,         „  cream. 

4.  12th  May,  „  „  chancellor's  pudding. 

5.  10th  September,  „  „  fat  mutton. 

6.  13th  December,   „  „  eating  fast  and  rapidly. 

7.  24th  „  „  „  no  cause  assigned. 

The  2nd  and  7th  were  taken  in  bed,  four  of  the  others  at  the 
dinner  table,  and  one  in  a  store-room.  These  seven  attacks  cover 
two  years — 1874  and  1875. 

Jan.  20th,  1876,  when  half  through  his  breakfast  this  morning  he 
had  a  fit.  The  warning  was  longer  than  usual,  but  the  attack  was 
shorter — ^the  convulsions  lasting  about  a  minute.  At  2  p.m.,  the 
same  day  he  dined  on  fish,  and  before  he  had  finished  eating  he  had 
a  severe  attack.  While  recovering  from  it  I  saw  him.  He  was 
shaking  violently ;  in  a  few  minutes  he  vomited  the  fish  he  had 
been  eating.  This  was  the  first  occasion  on  which  he  had  vomited 
after  an  attack,  though  he  had  often  been  given  ipecacuanha  wine 
and  warm  water  to  induce  him  to  do  so,  and  without  success. 

Feb.  5th,  1876,  had  a  slight  attack  this  morning  before  break- 
fast. Pulse  just  after  it  was  58.  His  face  remained  pale,  in- 
dicating debility  of  the  heart  and  anemia  of  the  brain — a  constant 
phenomenon  with  him.  It  was  thought  that  the  occurrence  of  so 
many  attacks  at  or  after  meal  times  might  be  due  to  digestive 
processes  appropriating  his  scanty  supply  of  blood,  to  the  depriva- 
tion of  the  due  allowance  required  for  the  brain. 
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Feb.  I4tli,  1876,  had  an  attack  at  2  p.m.  after  dinner.  It  was 
followed  by  vomiting  of  wbat  proved  to  be  more  the  porridge  he 
had  eaten  at  breakfast  than  the  food  he  had  just  had  at  his  dinner. 
He  had  been  given  a  little  brandy  when  he  felt  the  fit  coming  on. 
and  this  attack  was  not  followed  by  rigor,  as  had  often  been  the 
case.  April  5th,  had  a  slight  attack  at  dinner  time ;  he  was  very 
hungry  and  was  eating  fast ;  was  unconscious,  but  not  sick  after- 
wards. Ang.  11th,  had  an  attack,  not  as  severe  as  usual,  imme- 
diately after  dinner.  Sept.  25th,  a  severe  attack  during  dinner, 
at  which  he  was  noticed  to  have  eaten  greedily.  Oct.  10th,  had 
marked  attack  at  dinner.  There  was  an  interval  of  what  seemed 
to  be  five  minutes  between  the  time  he  made  his  usual  exclamation, 
'^  I  feel  sick,"  and  the  time  convulsions  came  on.  In  this  interval 
his  father  walked  him  up  and  down  the  room,  but  did  not  abort 
the  seizure.  During  the  convulsive  stage  his  mouth  was  wide  open 
and  pulled  to  the  right  side.  This  fit  occurred  at  3  p.m.  He  was 
quite  well  in  ihe  evening,  and  played  a  game  of  whist.  There 
were  rather  rich  cutlets  at  dinner  that  day,  but  he  had  not  eaten 
much  of  them  when  he  got  ill. 

Nov.  25th,  1876,  he  was  examined  by  Dr.  Brown-S^quard,  who 
was  in  Dublin  at  that  time.  He  considered  there  was  some  anaes- 
thesia of  the  left  side  of  the  face,  and  some  diminished  power  of 
standing  on  the  left  side  of  the  body.  He  ascertained  that  the 
sense  of  hearing  in  each  ear  was  very  acute,  though  the  boy  had 
almost  constant  tinnitus  in  the  ears.  He  thought  there  was  basal 
irritation  in  the  brain,  the  result  of  the  early  meningitis  or  of  the 
scarlatina,  or  connected  with  both ;  that  some  weak  point  in  the 
stomach  was  the  exciting  cause  of  the  manifestations — advised  ice 
to  be  rubbed  for  fifteen  minutes  every  second  night  to  the  back  of 
his  neck  and  to  the  interscapular  spine,  and  prescribed  his  iodide- 
bromide  mixture,  S^s.  three  times  a  day,  and  iiisa.  at  bedtime. 
About  an  hour  after  this  examination  the  patient  got  his  sixteenth 
attack,  while  at  his  dinner,  which  was  of  boiled  chicken.  The 
warning  stage  was  very  long  on  this  occasion.  The  application 
of  the  ice  was  so  painful  it  was  not  persevered  in ;  it  made 
the  skin  aa  red  as  if  it  had  been  scalded.    The  iodide-bromide 

D 


50  A   Case  of  Gastric  Epilepsy. 

mixture  increased  his  pallor  very  much  and  produced  troublesome 
acne. 

March  11th,  1877,  at  dinner-time,  after  eating  a  few  monthfuls, 
he  '^  got  sick "  as  usual,  was  laid  on  the  floor,  but  no  conyulsions 
ensued,  nor  did  he  completely  lose  his  consciousness.  The  full 
development  of  the  attack  appeared  to  be  warded  off  either  by  the 
horizontal  position  or  by  keying  his  attention  awake  by  talking  to 
him,  shaking  him,  and  rubbing  his  hands  and  feet. 

March  30th,  had  an  attack  like  the  previous  one,  but  even  milder. 
He  is  in  such  dread  of  eating  that  at  times  he  almost  starves  himself. 

A  suggestion  was  now  acted  on  of  giving  him,  just  before  his 
dinner,  five  or  ten  drops  of  chloroform  in  a  glass  of  wine,  with  the 
object  of  lessening  the  irritability  of  the  gastric  mucous  membrane. 
In  the  middle  of  April,  1877,  he  got  a  sudden  febrile  attack, 
which,  though  it  subsided  in  two  or  three  days,  caused  some  alarm 
(before  it  had  been  judged  of  by  its  disappearance),  lest  it  should 
be  of  a  meningitic  nature.  He  wakened  at  2  a.m.,  with  very 
violent  headache,  and  intolerance  of  artificial  light.  He  could  not 
stand,  his  eyes  were  injected,  and  he  had  osteal  pains  in  the  legs. 
Temperature  was  102*2^,  and  pulse  108,  which,  considering  the 
habitual  slowness  of  his  pulse  (averaging  60),  was  for  him  a  con- 
siderable increase  in  rate.  There  was  no  reason  to  regard  it  as 
due  to  iodism.  The  attack  subsided  under  the  hourly  use  of  drop 
doses  of  tincture  of  aconite  and  some  powders  of  calomel  and  pulv. 
Jacobi.  Later  on  in  this  year  (1877)  the  attacks  assumed  a  milder 
character,  taking  more  the  type  of  the  petit  mal;  thus,  15th  July, 
he  had  an  attack  of  giddiness  after  rising,  which  lasted  only  a 
short  time;  11th  Sept.,  had  a  more  severe  attack  in  the  morning, 
with  convulsions ;  they  did  not  last  long,  and  he  was  soon  roused ; 
2nd  Oct.,  a  slight  attack  of  giddiness,  which  soon  passed  off ;  drd 
Nov.,  an  attack  of  giddiness  at  breakfast,  which  soon  passed  off 
while  he  was  being  rubbed  smartly.  It  was  found  that  during  this 
year  (1877)  the  attacks  could  be  abbreviated  by  tickling,  slapping, 
pinching,  walking  him  up  and  down,  talking  loudly  to  him,  giving 
him  snuff,  and  in  any  way  keeping  his  attention  excited. 

In  Midsummer  of  1878  a  seton  was  put  in  the  back  of  the  neck. 
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His  handwriting  had  become  veiy  unsteady  and  his  face  was  quite 
disfigured  with  acne,  which  had  assumed  the  shape  of  dull  red 
tuberosities*  The-  bromide  of  calcium  was  substituted  for  that  of 
potassium,  and  arsenical  solution  was  added,  without  modifying 
the  irritation  of  the  skin. 

He  had  attacks  in  August,  September,  October,  and  November  of 
1 878.  As  the  warning  was^  now  so  long  he  had  recourse  to  a  bottle 
of  nitrite  of  amyl,  which  he  carried  about  him  or  had  within  reach, 
but  for  some  reason  or  other  it  did  not  prove  effectnaL  His  hand- 
writing improved  immensely  during  the  course  of  this  year.  The 
acne  eruption  resembled  a  crop  of  boils.  In  the  year  1879  he  had 
eight  attacks — seven  of  the  petit  mal,  one  of  the  haul  maL  In 
January,  1880,  he  had  two  attacks,  both  of  a  severe  kind.  After 
this  there  was  a  very  marked  diminution  in  the  frequency  and 
severity  of  the  seizures^  which,  as  is  often  said  in  reference  to 
chronic  cases,  wore  gradually  away.  In  this  year,  1880,  which 
may  be  called  the  final  year  of  the  disease,  he  took  nitrate  of  silver 
for  some  time,  and  also  pills  of  phosphorus  and  valerianate  of  zinc, 
but  it  was  evident  the  disease  had  been  upon  the  wane  before 
these  remedies  had  been  employed. 

In  reference  to  the  title  which  I  have  given  this  case,  I  wish  to 
remark  that  I  have  called  it  gastric  epilepsy  entirely  from  a 
clinical  point  of  view.  The  first  nine  attacks  occurred  at  or 
immediately  after  meals,  and  appeared  to  be  connected  either  with 
the  use  of  unsuitable  articles  of  diet  or  with  an  injudicious  method 
of  eating  ordinary  food.  The  eariier  attacks  ensued  after  eating 
such  things  as  half -ripe  plums,  salad,  cream,  chanc^or's  pudding, 
rich  mutton.  The  greater  number  of  the  subsequent  fits  were 
either  during  or  soon  after  dinner.  The  dining-room  was  the 
place  in  which  he  was  generally  taken  ilL  On  some  occasions 
vomiting  indicated  a  desire  on  the  part  of  the  stomach  to  rid  itself 
of  something  noxious ;  yet  it  was  found  that  emetics  often  failed 
to  unload  tiie  stomach.  The  term  Gastric  Epilepsy  has  the  sanc- 
tion of  Sir  George  Paget,*  who,  in  a  lecture  thus  headed,  delivered 
at  Addeobrooke's  Ho^ital,  observes  that  ^'in  no  organ  is  the 

•  Lancet,  1868.    Vol.  I.,  459. 
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immediate  exciting  cause  of  epileptic  fits  more  frequently  found 
than  in  the  stomach."  He  reports  the  case  of  a  hospital  patient 
6i  his  whose  head  had  been  injured  in  early  boyhood  by  the  kick 
of  a  horse,  and  who  may  thus,  have  acquired  some  predisposition 
to  the  disease.  No  symptom  of  it,  however,  appeared  until  one 
day,  when  he  was  fifteen  years  old,  he  ate  an  enormous  number 
of  cherries,  including  many  of  the  stones.  An  epileptic  fit  was  the 
consequeDce.  Several  fits  followed — at  first  at  intervals  of  a  few 
months,  then  of  4Uie  month,  and  then  more  frequently.  They 
were  preceded  by -an  aura  from  .the  epigastrium  to  the  head.  At 
the  age  of  twenty-four .  he  was  found  drowned  m  a  shaUow  ditch, 
into  which  he  was  supposed  to  have  f  aUen  in  a  fit. 

The  occurrence  of  the  first  fit  in  my  patient  within  a  few 
months  of  recovery  from  scarlatina  might  suggest  the  possibility 
of  a  ursemic  attack,  only  that  it. had  been  ascertained  that  at  the 
time  of  its  occurrence,  and  for  a  long  time  previous,  his  kidneys 
had  been  acting  healthily,  and  that  the  urine  was  perfectly  normal. 
Scarlatina  had  been  frequently  noted  as  a  disease  precursory  to 
epilepsy.  In  19  out  of  87  cases  collated  by  Dr.  Gowers,*  in  which 
an  acute  illness  was  the  apparent  cause  of  the  first  fit,  that  illness 
was  scarlatina ;  and  these  cases  of  epilepsy  subsequent  to  scarlatina 
all  commenced  during  early  life — ^under  seventeen. 

In  another  place-^  it  is  stated  by  Gowers  that  more  cases  of 
epilepsy  are  consecutive  to  scarlatina  (apart  from  -the  influence  of 
nephritis)  than  to  all  the  other  acute  diseases  put  together.  It 
may  appear  to  some  that  the  case  which  I  have  detailed  under  the 
name  of  gastric  epilepsy  might  have  been  more  properly  named  as 
a  case  of  epilepsy  in  one  whose  gastric  arrangements  were  in  a 
morbid  state,  and  I  would  not  object  to  such  a  change  of  title. 
It  may,  I  think,  be  taken  as  a  fair  statement  of  the  case  to  say 
that  probably  the  ecurly  attack  of  meningitis,  and  the  violent 
chorea  which  followed  it,  so  impaired  the  nutrition  of  the  motor 
centres  as  to  have  left  a  predisposition  to  further  disturbance 
under  the  action  of  another  exciting  cause. 

*  OtilBtonian  Lectures.    British  Medical  JonmaL    1880.    Vol  L,  p.  856. 
^  Diseases  of  the  Nervous  System.    Vol  II.,  p.  679. 
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Howeyer,.a8  to  the  useof  the  name  which  I  have  adopted — ^that 
of  Gastric  Epilepsy — it  i^a  very  old  notion  that  many  cases  of 
epilepsy  were  directly  conneeted-with  gastric  irritation ;  and  hence, 
perhaps,  the  stress  which  used  be  laid  upon  regimen  in  the  treat- 
ment of  such  cases.  W<e  have  the  epilepsia  stomaehica^oi  Sauvages, 
Cheyne,  Ac.,  and  the  epilepsia  gastrica  of  Frank  and  others. 
Cheyne  relates  the  case  of  a  celebrated  physician  who  had  suffered 
from  epilepsy  for  a  considerable  time,  and  had  used  numerous 
remedies  without  benefit.  As  he  perceived  the  attacks  occurred 
less  frequently,  the  fewer  and  the  more  digestible  the  articles  of 
food  he  consumed,  he  confined  himself  entirely  to  milk.  He  took 
a  pint  of  milk  in  the  morning,  another  in  the  evening,  and  two  in 
the  middle  of  the  day,  taking  nothing  besides  but  water.  He 
continued  this  diet  for  fourteen  years,  and  entirely  recovered  from 
his  epileptic  attacks— an  instance  of  abstemiousness  which,  Rom- 
berg remarks,  is.  not  often  to  be  met  with.. 

The  dietary  of  epileptic  patients  has  been  regarded  by  many  as 
a  matter  of  cardinal  importance.  Dr.  Growers  does  not  attach  so 
much  weight  to  this  matter  as  do  many  of  the  older  authorities. 
In  some  observations  which  he  made,  by  keeping  a  patient  under 
unaltered  medical  treatment  for  alternate  periods,  on  a  diet  with 
and  without  animal  food,  he  could  observe  no  difference  in  the 
attacks,  except  that  intone- patient  they  were  slightly  more  frequent 
in  the  periods  when. animal  food  waa  excloded,  and  in  one  patient 
hystero-epileptic  attacks  on  ordinary  diet  became,  when^meat  was 
excluded,  severe  epileptic  fits,  and  again  became  hystero-epileptic 
when  animal  food  was  restored.* 

The  frequency  of  an*  epigastric  aura  as  a  subjective  commence- 
ment of  a  fit  may  have  fixed  attention  on  the  stomach  as  the 
starting-point,  more  than  would  have  been  the  case  had  visceral 
aurse  in  the-  region  of  the  pneomogastric  nerve-  been  less  common.. 
In  former  days  the*  aura  was  regarded  as  a  change  in  the  nerves  of 
the  part  to  which  it  was  referred,  exciting  the  fit,  whereas  now  it 
is  known  to  be  merely  the  impression  made  upon  the  consciousness 
by  the  commencing  action  in  the  brain,  or  by  the  effect  of  this  oa 
*  BritiBh  Medical  J^onuL    1880.    YoL  L,  p.  549. 
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tfae  peripherj.  The  fact  that  an  aura  eomrooicing  in  a  limb  may 
be  arrested  by  a  ligature  around  the  limb,  above  the  part  to  which 
the  sensation  is  referred,  was  once  thought  to  constitute  evidence 
that  the  process  of  the  convulsion  originated  at  the  periphery,  and 
extended  thence  to  the  cerebrum.  It  is  now  well  known  that  the 
ligature  will  arrest  a  -fit  which  is  due  to  a  cerebral  tumour  as 
effectually,  and  more  frequently,  than  one  of  any  other  kind.*  In 
the  case  which  I  have  reported  improvement  set  in  after  persever- 
ance in  Brown-S^uard's  mixture.  The  frequency  as  well  as  the 
violence  of  the  attacks  diminished  under  its  continued  use.  Great 
personal  disfigurement  was  the  result  of  the  large  doses  of  the 
iodide  and  bromide  of  potassium,  and  the  combination  of  either 
arsenic  or  strychnin  did  not  seem  to  lessen  the  amount  or  size  of 
the  acne.  The  patient  i£^  now  able  to  discharge  the  duties  of  an 
official  post  with  complete  efficiency. 

*  Gowers.    Britiah  Medioal  Joumul.     1880.    Vol.  I.,  p.  894. 
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Though  the  typical  form  of  migraine-— consisting  of  the  visual 
disturbance,  hemicrania,  and  nausea — ^is  not  a  very  common  affec- 
tion, we  frequently  meet  with  persons  suffering  from  headaches, 
which  seriously  interfere  with  the  occupations  and  comfort  of  life, 
and  which  appear  to  me  to  be  of  the  same  nature  as  the  special 
neuralgia  to  which  the  term  migraine  is  applied.  These  headaches 
occur  at  various  intervaLs,  sometimes  only  three  or  four  times  in 
the  year,  sometimes  two  or  three  times  in  a  week.  It  is  usually 
described  as  a  dull  disabling  headache,  and  is  first  felt  on  awaking 
or  immediately  after  getting  up.  Generally  those  who  suffer  from 
it  say  that  they  go  to  bed  the  previous  night  feeling  particularly 
well,  but  occasionally  they  have  a  warning  of  the  approach  of  the 
attack  on  the  previous  afternoon.  Sometimes  the  headache  goes 
away  after  breakfast,  but  far  more  frequently  the  sufferer  is  un- 
able to  take  breakfast,  or  finds  that  whether  he  can  take  it  or  not 
the  headache  increases.  During  the  day  he  has  distressing  fits  of 
retching,  but  usually  is  able  to  sleep  when  night  comes,  and  the 
following  morning  he  awakes  merely  weak.  In  a  certain  pro- 
portion of  cases  the  headache  is  at  first  limited  to  one  brow ;  and 
in  these  the  invalid  is  less  fortunate,  for  he  generally  finds  that 
on  awaking  on  the  second  day  the  pain  has  not  gone,  but  has 
merely  crossed  over  to  the  previously  unaffected  side  of  the  head. 
The  diagnosis  of  the  nature  of  these  attacks  is  very  important. 
Those  who  suffer  from    them   generally  regard  them  as  due  to 
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derangement  of  the  digestive  organs,  and  some  of  their  advisers 
take  the  same  view,  and  endeavour  to  avert  the  attacks  by  rigid 
care  in  diet,  and  by  medicines  which  act  on  the  liver  and  digestive 
organs.  Such  measures  are,  I  think,  very  seldom  of  advantage, 
not  infrequently  rather  the  reverse  ;  and  in  speaking  of  these 
headaches  as  being  allied  to  migraine,  I  mean  to  convey  the  idea 
that  they  are  really  neuralgic,  and  are  to  be  postponed  and  relieved 
when  they  come  by  treatment  directed  to  the  nervous  system. 

Of  the  means  which  are  useful  in  lessening  the  frequency  of 
these  headaches,  the  most  efficacious  are,  I  think,  abundant  exercise 
in  the  open  air,  a  nourishing  diet,  sponging  with  hot  water  in  the 
morning,  followed  by  the  cold  douche  over  the  shoulders  and  spine, 
and  a  very  sparing  use  of  tea ;  and  among  drugs  the  combination 
which  has  appeared  to  me  to  do  most  good  is  a  pill  containing 
one-twelfth  of  a  grain  of  arseniate  of  sodium,  one-sixth  of  a  grain 
of  extract  of  indian  hemp,  one-third  of  a  grain  of  extract  of  bella- 
donna, and  two  grains  of  valerianate  of  zinc,  taken  after  breakfast 
and  dinner. 

Up  to  October,  1885,  I  did  not  know  of  any  treatment  which 
had  any  distinct  power  of  cutting  short  the  attack  when  it  came, 
or  even  mitigating  its  severity.  Most  patients  found  that  if  they 
refrained  entirely  from  any  attempt  to  take  food,  and  were  able  to 
lie  in  a  darkened  room,  they  did  all  which  was  possible  to  lessen 
the  intensity  of  their  sufferings.  Those  who  had  on  the  previous 
evening  a  warning  of  their  impending  attack  sometimes  thought 
they  kept  it  off  by  a  full  dose  of  bromide  taken  at  bed  hour. 
« Others  found  that  a  dessertspoonful  of  the  granular  citrate  of 
caffein  was  beneficial,  while  some  told  me  that  lemon  juice  or 
vinegar  relieved  the  sickness  and  headache;  but  at  this  time  it 
occurred  to  me  to  try  salicylate  of  sodium,  and  after  more  than  two 
years'  experience  of  its  strikingly  beneficial  effect,  I  feel  justified  in 
commending  it  to  the  members  of  the  Medical  Section.  I  am  in 
the  habit  of  directing  the  patient,  when  he  awakes  with  any  feeling 
of  headache,  to  take  twenty  grains  of  the  salicylate  in  a  wineglassful 
of  water,  made  effervescent  by  the  addition  of  a  dessertspoonful 
of  the  granular  citrate  of  caffein,  and  if  necessary  to  take  a  second 
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or  even  a  third  dose  at  intervals  of  two  hours.  The  effervescing 
caffein  makes  the  dose  a  very  pailatahle  one,  which  the  salicylate 
alone  is  not,  and  probably  renders  it  more  useful ;  bat  that  the 
good  effect  is  not  due  to  the  caffein  is  proved  by  the  fact  that  I 
have  seen  it  relieve  persons  who  had  previously  used  the  caffein 
alone  without  benefit.  It  does  not,  as  far  as  I  know,  lose  its  effect, 
as  a  patient  of  mine,  to  whom  I  gave  it  more  than  two  years  ago, 
tells  me  that  she  finds  it  as  valuable  as  when  she  first  began  its 
use.  One  lady  informed  me  that  she  doubted  the  advantage  of 
keeping  off  the  attack,  as  she  found  that  it  did  come  at  last,  and 
was  then  far  more  severe  than  ever.  This,  however,  has  been  in 
my  experience  a  solitary  instance  of  the  storing  up  of  the  nerve 
storm — ^a  phenomenon  which  has  bee»  from  time  to  time  observed 
when  epileptic  seizures  were  postponed  by  the  administration  of 
the  bromides,  and  its  occasional  occurrence  does  not  lessen  the 
propriety  of  keeping  off  the  headaches  when  we  can. 

Case  I. — On  November  25th,  1885,  Miss  H.,  aged  thirty,  con- 
sulted me  for  attacks  of  pain  in  the  left  eye,  and  around,  and  to  the 
outer  side  of,  the  eye.^  The  pain  was  always  felt  on  first  awaking, 
and  was  accompanied  by  general  headache  and  by  nausea.  She  had 
pain  in  the  region  of  the  &igmoid  flexure^  and  very  confined  bowels, 
and  she  had  noticed  that  if  she  neglected  taking  aperient  medicine 
the  attacks  were  more  severe.  She  also  suffered  from  coldness  of 
the  hands  and  feet,  but  was  otherwise  in  good  health. 

I  prescribed  the  pills  to  which  I  have  already  alluded,  an  aperient, 
consisting  of  equal  parts  of  the  liquid  extract  of  cascara  and  syrup 
of  ginger  and  the  salicylate  of  sodium  and  caffein.  I  never  saw  the 
lady  again,  as  she  does  not  live  in  Ireland ;  but  six  months  after- 
wards her  mother  consulted  me,  and  told  me  that  the  salicylate  and 
caffein  had  proved  quite  effective  for  cutting  short  the  attadcs. 

Case  II. — On  March  20th,  1886,  Mrs.  M.  consulted  me.  She  had 
suffered  from  headaches  for  about  ten  years ;  up  to  December,  1885, 
they  had  occurred  about  once  every  three  weeks.  Since  that  date,  she 
had  had  one  nearly  every  week,  and  they  had  been  much  more  severe. 
She  slept  well ;  but,  on  aw€iking,  felt  shooting  pains  in  the  back  of 
the  head  and  tightness  across  the  forehead,  which  ended  in  dull,  heavy 
pain  all  through  the  head,  often  accompanied  with  feeling  of  pins 
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and  needles  in  the  right  hand.  She  also  suffered  from  feelings  of  dis- 
tension after  meals,  an  unpleasant  taste  in  the  mouth,  and  confined 
bowels.  She  had  already  tried  the  granular  caffein,  and  had  found 
it  sometimes  useful.  I  advised  her  to  dine  early  and  take  more  exer- 
cise, to  keep  her  bowels  open  by  a  pill  of  calomel,  aloes,  and  asaf  oetida, 
which  had  many  years  before  been  ordered  for  her  by  Sir  Dominic 
Corrigan,  to  take  hydrochloric  acid  after  dinner,  and  the  salicylate 
and  caffein  when  she  awoke  with  headache. 

More  than  a  year  afterwards,  I  heard  from  her  that  she  had  found 
the  salicylate  and  caffein  most  effectual  in  keeping  off  her  attacks. 

Case  III. — ^Last  summer  a  married  lady,  aged  fifty-eight,  sought 
my  advice  on  account  of  headaches,  which  had  begun  eight  years 
previously,  two  years  after  the  cessation  of  menstruation.  At  first 
she  had  the  headache  every  three  or  four  weeks ;  but  of  late  the 
intervals  had  been  only  ten  or  twelve  days.  The  evening  preceding 
the  attack  she  feels  drowsy,  and  during  the  night  often  has  night- 
mare. She  awakes  about  five  o'clock  with  throbbing  pain  in  the 
vertex,  and  retching  almost  immediately  begins,  and  continues  vio- 
lently and  convulsively  during  the  day,  so  that  she  cannot  leave  her 
bed — ^the  pain  in  the  vertex  continuing  aU  the  time.  About  eight 
o'clock  in  the  evening  her  sufferings  begin  to  abate,  and  next  morning 
she  is  as  well  as  usuaL  Much  pale  mine  is  passed  during  the  attack  ; 
her  appetite  is  always  poor ;  she  eats  little  butcher's  meat ;  and  has 
confined  bowels.  She  suffers  almost  every  night,  more  or  less,  from 
nightmare,  and  is  constitutionally  anxious  and  easily  worried.  This 
lady  had  consulted  a  London  physician,  who  deservedly  has  a  great 
reputation  for  his  knowledge  of  maladies  of  this  nature,  without 
benefit,  and  had  been  long  under  the  care  of  one  of  the  most  skUful 
Dublin  physicians,  at  whose  suggestion  I  saw  her.  I  advised  her  to 
take  pills  of  bromide  of  zinc  and  Indian  hemp  twice  daily,  and  to  use 
the  salicylate  and  caffein  when  the*  attitck  began.  The  pills  had  no 
effect  in  keeping  off  the  attacks ;  but  the  salicylate  and  caffein  proved 
quite  effectual  in  cutting  short  each  attack,  and  had  not  lost  their 
power  after  nine  months. 

I  do  not  think  it  necessary  to  trouble  the  Section  with  further 
details  of  cases.  The  combination  which  it  is  the  object  of  this 
paper  to  commend  has,  I  know,  been  tried  by  some  of  my  medical 
friends  to  whom  I  have  mentioned  it,  and  I  hope  others  will  try  it 
and  will  find  it  as  generally  satisfactory  as  I  have  found  it. 


NOTE  ON  THE  POWER  OF  SACCHARIN  IN  PRE- 
VENTING AMMONIACAL  CHANGE  IN  URINE 
IN  CHRONIC  CYSTITIS. 

By  JAMES  LITTLE,  M.D. ; 

Preddent  t>f  the  King  and  Qaeen  s  College  of  Physiciaiui  in  Ireland  ; 

Fhyddsn  to  the  Adelaide  HospitaL 

[Read  in  the  Section  of  Medidne,  April  20, 1888.] 

The  maQagement  of  cases  of  chronic  cystitis  has  been  greatly 
improved  of  late  years,  and  as  a  conseqaence  its  power  of  inducing 
secondary  changes  in  the  kidney^*,  and  so  destroying  life,  has  been 
greatly  lessened.  Of  these  improyements  I  think  the  first  place 
is  due  to  the  manafactnre  of  catheters  which  can  be  easily  used 
by  the  patient  himself  without  risk,  by  which  means  the  accumu- 
lation of  residual  urine  in  the  bladder  is  prevented.  At  the  same 
time,  medical  men  have  become  impressed  with  the  necessity  of 
urging  scrupulous  cleanliness  in  the  instruments  introduced  into 
the  bladder — a  precaution  which,  a  few  years  ago,  was  certainly 
neglected.  As  a  consequence  of  the  introduction  of  catheters 
which  can  be  passed  without  pain  or  violence,  I  believe  much  relief 
has  been  given,  and  ammoniacal  changes  in  the  urine  prevented 
by  washing  out  the  bladder  with  warm  water,  or  antiseptic  solu- 
tions ;  but  it  has  always  appeared  to  me,  perhaps  because  I  am  a 
physician  and  not  a  surgeon,  that  it  is  better,  if  we  can,  to  keep  the 
urine  free  from  decomposition  by  medicines  given  by  the  mouth, 
and  -so  reduce  instrumental  interference  to  a  minimum ;  and  this 
practice  I  have  always  followed,  especially  in  the  case  of  aged 
persons  who  have  come  into  my  hands,  and  in  whom  chronic 
cystitis  constituted  part  of  their  sufferings.  Unfortunately,  such 
patients  have  not  infrequently  irritable  stomachs,  as  well  as 
irritable  bladders ;  and  most  of   the  drugs  which  are  useful  in 
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keeping  the  arine  sweet  are  liable  to  disagree  and  cause  sickness. 
This  certainly  applies  to  the  remedies  which  were  chiefly  used  a 
few  years  ago — quinine,  tincture  of  perchloride  of  iron,  benzoic 
acid,  and  benzoate  of  sodinnr.  Boric*  acid,  which  has  been  more 
used  of  late,  is  not  so  likely  to  sicken,  and  is,  T  think,  best  given 
in  lemonade. 

For  the  past  three  years  I  have  been  asked,  from  time  to  time, 
to  see  a  lady,  nearly  eighty  years  of  age,  who  is  quite  confined  to 
bed  in  consequence  of  chronic  disease  of  the  bladder,  which  gives 
rise  to  frequent  and  painful  calls  to  pass  water.     The  urine  always 
threw  down  a  copious  purulent  sediment,  and,  except  when  decom- 
position was  prevented  bf  treatment,    was   always  ammoniacal. 
The  lady  has  many  times  passed,  with  great  suffering,  phosphatic 
calculi,  and,  I  have  no  doubt,  many  such  exist  in  the  bladder,  but 
she  has  always  refused  to  permit  any  surgical  interference  beyond 
the  occasional  introduction  of  a  soft  catheter,  and*  the  washing 
out  of  the  bladder  by  a  lady  who  acts  as  her  nurse.    Quinine  and 
boric  acid,  when  taken  in  fair  doses,  always  purified  the  urine ;  but 
about  three  months  ago  her  stomach  became  so  irritable  that  these 
drugs  could  not  be  borne,  and  the  washing  out  of  the  bladder  by  a 
weak  warm  sublimate  solution  could  no  longer  be  practised,  as  the 
passage  of  the  catheter  had  become  exquisitely  painful.      The 
consequence  was  that  the  urine  became  so  offensive  that  the  odour 
met  one  on  the  stairs,  and  the- patient's  attoidantS' had  often  to 
leave  th&  room-  to  avoid  being  sick.    In  this  difficulty  it  occurred 
to  me  to  try  saccharin.    I  directed  six  of  the  tabloids  to  be  used 
daily.    In  three  or  four  days  the  urine  was  no  longer  offensive. 
The  patient  has  continued  their  use  ever  since,  and  the  urine  has 
not  again  become  ammoniacal,  though  there   is  little,  if    any, 
diminution  in  the  quantity  of  contained  pus. 

Since  the  foregoing  case  came  under  my  observation,  I  have 
had  four  other  opportunities  of  observing  the  effect  of  saccharin 
in  patients  who  were  passing  ammoniacal  urine;  They  were  all 
males  ;  one  a  case  of  catarrh  of  the  bladder,  in  a  paraplegic 
gentleman  ;  one  a  case  of  chronic  cystitis,  with*  enlarged  prostate ; 
and  two  cases,  in  which  there  had  existed  stricture  of  the  urethra, 
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bat  in  which,  although  a  surgeon  had  snccessfally  dilated  the 
stricture,  the  nrine  remained  ammoniacal.  In  all  these  cases  the 
saccharin  was  distinctly  nsefnl,  but  in  all  its  administration  had 
been  combined  with  the  daily  use,  by  the  patient  himself,  of  a 
catheter,  so  as  to  prevent  the  accumulation  of  residual  urine  in 
the  bladder — a  precaution  without  which  no  drug  will,  I  think, 
prevent  decomposition  of  the  urine. 


A  RARE   FORM  OF  MENTAL   DISEASE 

(Gbubelsught). 

By  CONOLLT  NORMAN,  M.K.Q.C.R,  F.R.aS. ; 

Medical  Superintendent  of  the  Richmond  District  Asylum,  Dublin. 
[Bead  in  the  Medical  Section,  April:  20,  1888J 

The  case  which  I  am  about  to  bring  before  the  Section  is  one  of  a 
form  of  insanity  that  has  been  seldom  referred  to  by  English 
authors.  Hence^  perhaps,  it  has  no  recognised  designation  in 
English.  The  term  '^  metaphysical  insanity,"  I  am  aware,  has 
been  used,  but  this  phrase  is  certainly  not  happy,  and  has  no 
more  descriptive  force  than  the  name  ^metaphysical  poetry,"  which 
Johnson  applied  to  the  works  of  Cowley  and  Donne. 

The  affection  to  be  dealt  with  was  first  described  by  Griesinger 
in  the  year  1868  {Archiv  fiJtr  Paychicdrie^  L,  8),  and  was  by  him 
termed  '^  griibelsucht,"  a  word  for  which,  I  apprehend,  it  would 
be  ditHcult  to  construct  in  our  language  an  exact  equivalent.^  It 
has  been  considered  by  some  French  authors  to  be  a  form  of  folie 
du  doute,  but  it  decidedly  possesses  sufficiently  well-marked  indivi- 
dual characteristics  to  differentiate  it  as  distinct  from  the  ordinary 
varieties  of  that  condition. 

Its  essential  feature  is  the  obsession  of  the  mind  by  an  imperative 
mode  of  thought,  taking  the  form  of  perpetual  interrogation,  a 
constant  urgent  morbid  impulse  to  inquire  into  and  investigate 
everything,  an  incapacity  to  accept  contentedly  the  ordinary  postu- 
lates of  knowledge,  and  finally  a  total  inability  to  fix  the  attention 
upon  anything  except  the  spinning  of  an  endless  web  of  meaning- 
less questionings. 

It  has  been  noted  by  most  observers,  and  Griesinger  calls  parti- 

•  Deriv.  grUhdn,  to  go  about  inquiring,  to  inquire  closely,  to  busy  one's  self 
inquiring  about  subtle  questions  or  trivial  matters,  to  pry. 
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cular  attention  to  the  fact,  that  the  qaestionings  which  torment 
the  sufferer  are  mostly  of  an  entirely  unpractical  and  theoretical 
nature ;  hut  this  is  not  necessarily  so,  as  the  following  case  shows. 
The  form  which  the  interrogations  take  is  no  douht  largely  depen- 
dent upon  the  patient's  former  habits  of  thought  and  degree  of 
culture,  &C. 

Case. — Mj  patient  was  a  woman,  thirty-two  years  of  age,  who 
had  been  married  sixteen  years.  Her  husband  was  a  skilled  artisan. 
He  was  a  man  of  violent  temper  and  somewhat  irregular  habits. 
Owing  to  drink  and  ill-healtb  he  was  frequently  out  of  work,  and 
the  patient's  circumstances  were  consequently  often  distressing. 
She  had  borne  nine  children,  of  whom  six  survived.  The  last  three 
children  were  bom  within  a  period  of  two  years  and  nine  months. 
When  she  came  under  my  care  she  was  suckling  the  youngest 
(then  four  months  old).  She  had  been  four  and  a  half  months 
pregnant  of  this  child  before  she  was  conscious  of  the  fact,  and 
had  been  suckling  the  preceding  infant  up  to  that  time. 

On  August  10,  1887,  she  came  to  consult  me,  fearing,  as  she 
said,  that  her  mind  was  giving  way.  Her  history  was  that  she 
first  became  ill  about  nine  months  before  (being  at  that  date  about 
five  months  pregnant).  Illness  began  with  smothering  sensations 
in  the  early  morning.  She  experienced  a  dread  lest,  if  she  did  not 
get  up  immediately  when  she  woke,  something  dreadful  would 
happen-^the  room  would  collapse,  the  ceiling  fall  upon  her,  or  she 
would  go  out  of  her  senses  before  daylight  would  come.  After 
these  sensations  had  lasted  for  a  while,  what  she  called  "  dreadful 
illusions"  appeared — ^viz.,  she  could  not  see  a  straw,  or  a  bit  of 
glass,  or  a  bit  of  paper  lying  on  the  ground  or  fioor  that  she  must 
not  pick  it  up  and  examine  it  so  as  to  be  sure  what  it  was.  If 
she  saw  a  bit  of  printed  or  written  paper  on  the  street  she  felt  that 
she  must  look  at  and  examine  it,  see  exactly  what  it  was,  know 
what  it  referred  to,  and  whether  it  concerned  her  or  not.  So  much 
distress  was  occasioned  in  this  way  that  she  kept  indoors  in  a  room 
with  the  blinds  down  that  she  might  see  as  few  objects  of  the  kind 
as  possible.  ^*  One  evening  walking  with  my  sister  in  the  street  I 
saw  two  bits  of  paper  in  the  gutter.  I  was  ashamed  to  stop  then 
and  examine  them.  I  could  not  sleep  all  night  thinking  that  I 
must  know  what  was  on  them.  I  awakened  one  of  my  little  boys, 
told  him  where  they  were,  and  went  down  with  him  to  get  them, 
but  I  shut  my  eyes  going  through  the  street  lest  I  should  see 
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something  else.  When  I  got  home  I  foand  them  indifferent  things^- 
bits  of  children's  picture  books." 

About  this  time  her  husband  brought  her  to  a  hospital.  At 
her  own  earnest  request  she  was  conducted  through  the  streets 
blindfolded. 

Her  condition  yaried  somewhat  from  time  to  time.  On  the 
whole,  she  was  better  in  August,  1887,  than  she  had  been  before 
her  confinement.  After  her  confinement  she  consulted  an  eminent 
obstetrician,  who  stated  that  she  had  no  uterine  disease,  and  pre- 
scribed tonics  and  nourishment,  with  apparent  benefit. 

On  her  first  visit  to  me  she  described  her  state  as  above  detailed, 
and  further  said  that  she  found  herself  unfit  for  domestic  work 
owing  to  her  condition.  If  she  washed  the  baby  or  the  clothes  the 
smallest  particle  of  dirt  must  be  investigated.  She  had  to  look 
into  it,  to  see  what  it  was — ^what  it  really  was.  When  she  could 
find  out,  she  was  happy  for  the  moment ;  if  she  could  not  find  out, 
her  distress  increased,  and  culminated  in  a  nervous  paroxysm  to 
be  presently  described.  Similarly  with  cooking.  Extreme  distress 
was  occasioned  by  seeing  any  small  object  in  the  food;  had  to 
give  up  putting  thyme  in  the  soup,  the  small  particles  caused  such 
trouble.  ''  I  asked  myself  is  that  a  little  bit  of  thyme  ?  It  might 
be  something  else*  That  other  little  bit — ^Ls  it  thyme?  I  shull 
never  be  sure  that  all  these  little  pieces  are  thyme.  Can  there  be 
anything  else  but  thyme  in  iti  What  ^9  thyme  ?  and  so  on."  If 
she  were  to  see  a  bit  of  thread  sticking  out  of  her  child's  dress,  or 
lying  on  the  fioor,  she  had  to  catch  it  up  and  examine  it,  and  make 
out  exactly  what  it  is.  If  some  one  told  her  about  it  she  threw  it 
away — ^perhaps  began  to  think  of  it  again,  had  to  examine  it  again, 
and  so  forth.  When  she  took  up  a  newspaper  she  had  a  feeling 
that  she  could  not  lay  it  down  till  she  had  read  it  all.  Nothing 
could  be  omitted.  If  she  laid  it  down  unread,  or  partly  read,  she 
felt,  as  she  expressed  it,  ''  I  have  still  the  paper  to  face,"  and  got 
no  rest  till  the  task  was  finished.  In  reading,  if  she  tried  to  fix 
her  attention,  say,  on  the  leader,  she  kept  catching  sight  of  adver* 
tisements  or  other  matters  of  indifference,  and  felt  that  she  must 
read  these.  Thus  she  could  not  fix  her  attention  consecutively  on 
any  one  part,  which  increased  her  difficulty.  A  nervous  paroxysm 
thus  originating  was  frequent. 

Complained  also  of  a  sense  of  the  unreality  of  things  about  her. 
Nothing  looked  as  it  used  to.  This  sensation  was  apt  to  be  brought 
on  by  inability  to  investigate  some  trifle.    It  seemed  to  come  upon 
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her  that  she  coald  not  disoover  what  anything  really  was,  or  whether 
anything  was  what  it  seemed. 

It  will  be  seen  that  the  objects  which  served  to  start  her  inter- 
rogations were  usually  of  a  very  concrete  and  definite  nature. 
Sometimes  there  was  a  sort  of  underlying  justification,  as  in  her 
scruples  about  the  cleanliness  of  the  food,  &c  Often,  however, 
the  sudden  call  for  an  act  of  volition  would  start  the  interrogative 
'^illusion,"  as  she  called  it.  Instead  of  deciding  a  question  put  to 
her,  or  acting  promptly  in  an  emergency,  she  would  begin  question- 
ing herself,  «  Shall  I  or  shall  I  not  ?  It  must  be  done.  What  is 
it?  What  must  I  do?  What  is  doing  anything?  God  does 
everything.  How  can  I  do  anything  ?  "  Thoughts  like  these  flash 
through  her  mind,  and  end  either  in  an  agonising  sense  of  their 
futility  and  lUusiveness,  or  in  mere  confusion — ^both  states  fol- 
lowed or  accompanied  by  a  nervous  paroxysm. 

The  nervous  paroxysms  of  which  mention  has  been  made  came 
on  sometimes  spontaneously,  and  sometimes  were  excited  by  the 
difficulty  she  experienced  in  investigating  some  matter.  They 
also  occurred  in  consequence  of  any  small  shock,  a  sudden  message, 
an  angry  word  from  her  husband,  or  the  like.  They  were  very 
apt  to  arise  when  she  was  prevented,  either  by  herself  or  others, 
from  following  up  some  inquiry  she  felt  impelled  to  make.  She 
described  these  paroxysms  as  beginning  with  sudden  terrible  sense 
of  something  impending  or  of  something  left  undone,  something 
wrong,  something  that  wanted  to  be  cleared  up,  and  yet  an  impos- 
sibility of  making  it  right  or  of  knowing  what  to  do.  Feeling 
increased  to  a  sort  of  climax  in  a  complete  sense  of  confusion, 
accompanied  by  a  dreadful  sensation  in  the  head,  which  she  variously 
described  as  ''  a  sense  of  numbness,"  ''  of  emptiness,"  **  a  drumming 
stinging  pain"  in  the  vertex,  ''a  stupid  feeling,  with  a  dreadful 
buzzing  sound  in  my  ears."  She  thought  her  head  shook  at  such 
times,  but  others  did  not  observe  this.  She  fancied  she  derived 
relief  from  squeezing  her  head  tightly  with  her  hands.  She  trembled 
violently  all  over,  and  broke  into  a  profuse  perspiration  when  the 
attack  reached  its  acme. 

The  appetite  was  fairly  good,  unless  when  she  herself  prepared 
her  meals.  Then  her  perpetual  investigation  led  to  a  feeling  of 
loathing  for  the  food  that  she  had  made  ready. 

Usually  slept  soundly  from  11  p.m.  till  about  4  a.m.  Imme- 
diately on  awaking  she  began  worrying  herself  over  something 
that  she  had  been  examining  the  day  before,  or  something  to  be 
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examined  daring  the  day.  She  suffered  most  from  early  morning 
till  noon,  improved  in  the  afternoon,  and  often  felt  quite  well  in 
the  evenings  and  wondered  at  her  state  earlier  in  the  day. 

She  was  very  thin  and  pallid;  her  lips  and  gums  were  pale; 
the  tongue  large,  pale,  and  flabby ;  pulse  small,  quick,  and  irritable ; 
facial  expression  haggard,  at  once  languid  and  anxious.  She  was 
perfectly  collected  and  very  intelligent.  She  had  a  perpetual  dis- 
tressing consciousness  of  her  own  condition,  and  feared  the  oncome 
of  insanity.  "The  brain  seems  paralysed;  it  seems  to  have  no 
action  except  just  to  dwell  on  one  thing,  to  hunt  after  a  bit  of 
useless  paper  and  see  what  is  on  it,  or  some  such  childishness.'' 

Ordered  (1)  to  immediately  desist  from  suckling ;  (2)  to  refrain 
for  some  time  from  sexual  intercourse,  wherein  there  was  some 
reason  to  believe. there  had  been  excess  ;  (3)  to  take  abundance  of 
nourishing  food,  and  one  bottle  of  stout  per  diem  and  no  more ;  (4) 
tinct.  ferri  perchlor.      M.  15  ter  die  in  infus.  calumbse. 

It  should  be  mentioned,  by  the  way,  that  the  patient  had  been 
always  temperate.  Of  this  I  satis6ed  myself,  not  merely  from  her 
own  account,  but  from  the  statements  of  her  husband  and  other 
relatives. 

Aug.  23. — Has  yisited  me  now  four  times.  There  is  a  distinct 
improvement  Less  nervous  and  more  confident  in  manner.  Appe- 
tite good  and  improving.  States  that  she  is  still  "excited  and 
nervous,"  but  has  decidedly  more  control  over  her  "  illusions."  "  I 
baffle  them  off  to  a  great  degree ;  you  told  me  I  could,  and  I  find  I 
can."  She  returns  to  this  statement,  and  the  assurance  of  her 
curability  seems  to  give  her  resolution.  She  is  depressed  and  anxious 
in  early  morning,  when  trifling  worries  and  customary  troubles, 
especially  incidents  of  the  previous  day,  occur  to  her  mind. 

Complains  of  a  tendency  to  involuntary  closure  of  the  right 
hand.  This  she  can  perfectly  control,  but  she  constantly  finds  her 
hand  tightly  clenched;  notices  the  pain  of  her  nails  pressing  on 
the  palm ;  opens  her  hand ;  forgets  about  it,  and  presently  finds  it 
again  tightly  closed. 

Perchloride  of  iron  changed  to  ammonio-citrate,  5  grains  ter 
die. 

During  the  month  of  September  and  the  early  part  of  October, 
1887,  while  I  was  away  on  my  holidays,  my  friend,  Dr.  Thomley 
Stoker,  kindly  took  charge  of  this  patient  for  me.  He  noted  a 
marked  improvement  in  general  health ;  mentally  a  good  deal  of 
variability,  but,  on  the  whole,  decided  improvement. 
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Oct  18. — "Better,  much  better,**  ''but  dreadful  nervODs,"  "not 
collected  at  all." 

Sleep. — Goes  to  bed  between  10  and  11;  falls  asleep  directly; 
generally  6leei>s  pretty  well  till  aboat  4,  badly  till  6.  Sometimes 
awakes  suddenly  as  if  from  a  nightmare;  cannot  recollect  what 
the  dream  was,  and  is  anxioas,  sorry,  and  distracted  till  she  can 
recollect.  When  the  carts  pass  in  the  morning  she  feels  she  must 
know  what  they  are.  She  has  a  feeling  of  being  sorry — a  vague 
feeling  that  she  would  lose  something  by  not  knowing*-^  yearning 
to  know  what  the  cart  is;  asks  her  husband,  "Do  you  think  is 
that  a  scavenger's  cart  ?  "  He  says  "  Yes."  "  What  sort  ? "  "  A 
square  one."  Then  she  can  doze  asleep  again,  but  if  he  says  he 
does  not  know,  then  she  feels  as  if  she  must  follow  and  find  out ; 
that  she  would  lose  something  if  she  did  not  find  out ;  and  so  on. 

Domestic  uwr^.— Used  to  be  a  "hearty  rough  woman,  brisk  in 
my  work,  and  easy  to  please ;"  "  can  do  nothing  right  now."  If  I 
take  up  a  cloth  to  wipe  the  table  or  the  floor  when  it  is  damp  I  say  to 
myself,  "  What  is  that  wet  ?"  and  I  cannot  go  until  I  find  out.  If 
I  knock  a  crumb  off  the  table  I  cannot  go  on  till  I  find  out  exactly 
what  it  is ;  feel  as  if  I  could  go  under  the  fender — ^under  the  grate 
to  get  it  and  see  it.  If  I  struggle  against  these  feelings  they  grow 
stronger;  a  sense  of  confusion  comes  on.  I  tremble  all  over, 
burst  out  in  perspiration,  have  an  indescribable  feeling  of  agitation 
and  stupor^  (her  own  word  often  repeated).  In  consequence  of 
these  feelings  she  makes  no  attempt  to  cook  dinner  on  week  days. 
She  dare  not  put  parsley  in  the  soup ;  if  a  morsel  of  it  were  greener 
or  browner  than  the  rest  it  must  be  investigated ;  if  a  piece  of 
dirt  were  on  an  onion,  or  a  bit  of  it  were  discoloured,  the  same 
feelings  arose.  Similarly  with  the  meat ;  something — a  morsel  of 
fat  or  bone— will  catch  her  eye,  perhaps  as  she  puts  the  meat 
down ;  she  must  thereupon  take  the  meat  up  again  to  see  what  the 
thing  is— even  then  she  gets  so  uncertain  that  she  has  often  to  call 
one  of  the  children  to  tell  her  what  the  strange  object  is.  Thus 
with  fumbling  and  investigating  so  much  time  is  lost,  that  on 
Sundays  (when  she  always  tries  to  make  the  dinner  herself)  dinner 
is  often  as  late  as  5  o'clock  instead  of  2  o'clock  I 

Attempts  to  struggle  with  the  feeling  bring  on  usually  a  nervous 
crisis,  though  sometimes  she  "baffles  the  thing  off."  A  rebuke, 
especially  from  one  of  the  children,  will  often  make  matters  right 
for  the  occasion.  With  regard  to  food  there  is  distinctly  a  dread 
of  taking,  herself,  or  more  especially  of  giving  to  her  children, 
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anything  that  she  has  not  investigated.  This  occurs  when  the 
food  is  being  prepared,  and  also  when  it  comes  to  table,  if  she  has 
herself  prepared  it. 

^  Since  before  the  last  baby  was  bem  nothing  looked  as  it  used 
to."  Things  looked  strange ;  they  looked  changed ;  they  filled  her 
with  an  odd  sense  of  doubt.  Together  with  this  sense  of  doubt 
came  the  desire  to  investigate.  If  she  walked  in  the  street  nothing 
looked  as  it  used  to.  Then  if  she  stopped  to  look  into,  say,  a  shop 
window,  se  as  to  persuade  herself  things  were  as  before,  it  called 
up  the  feelings  that  things  must  be  looked  into ;  £^e  must  see  the 
other  side  of  a  cap  hanging  up  in  a  milliner's  shop;  must  see  if 
that  is  a  piece  of  sawdust  sticking  to  a  ham  in  a  grocery ;  must 
look  into  the  meat  hanging  in  the  butcher's  shop  to  see  if  it  is 
properly  cut  up. 

Ordered  to  continue  iron  mixture ;  to  have  15  grains  of  urethane 
hora  somni. 

Nov.  21. — Considerable  general  improvement.  She  is  gaining 
flesh  and  colour,  and  feels  stronger.  Mentally  she  is  more  cheerful 
and  self-controlled.  A  little  thing,  however,  upsets  her.  When 
her  husband  drinks  she  becomes  depressed  and  uneasy,  and  all  her 
old  troubles  tend  to  return. 

December  29. — ''  A  great  deal  better.^'  She  is  little  disturbed 
now  in  the  early  mornings ;  more  towards  noon.  Disturbance  that 
occurs  is  a  sodden  questioning  of  herself,  '^  Am  I  doing  what  is 
right?  Have  I  not  forgotten  something?"  and  so  forth.  So  she 
gets  anxious,  rushes  from  one  thing  to  another,  tries  to  do  several 
things  at  the  same  time,  gets  distressed  and  confused,  and  can  do 
nothing  for  awhile  till  she  collects  herself. 

Ordered  iron  in  increasing  quantities ;  urethane,  5  grs.  in  early 
morning,  5  grs.  at  midday,  and  15  grs.  at  bedtime. 

January  10,  1888.'— Physically,  in  fair  health  and  condition; 
mentally,  better  than  she  has  been  since  her  illness  began.  She 
was  able  to-day,  for  the  first  time,  to  walk  from  her  own  home 
without  the  slightest  disturbance,  or  without  having  to  look  a 
second  time  at  anything,  or  worry  over  anything  which  she  saw. 

From  the  last-named  date  she  continued  to  improve  pretty  steadily. 
She  ceased  to  take  urethane  at  the  end  of  January,  and  experienced 
no  disagreeable  effects  from  its  discontinuance. 

Towards  the  end  of  February  she  had  a  good  deal  to  trouble 
her.  Her  baby  died  of  convulsions.  At  the  time  her  husband 
was  absent  from  home  looking  for  work,  and  she  was  wretchedly 
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circamstanced.  She  became  depremed,.  and  complained  of  loss  of 
memory,  failure  to  recollect  the  trifliiig  occurrences  of  everj-day 
life,  and  inability  to  fix  the  attention*  She  dreaded  the  return  of 
her  former  ^  illusions,"  as  she  calls  them.  Nevertheless,  they  did 
not  appear,  and  after  a  time  recovery  contmued  quite  without 
interruption. 

She  has  now  been  for  a  considerable  period  apparently  perfectly 

restored  to  health. 

With  respect  to  treatment,  I  do  not  regard  the  narcotic  as  of 
much  importance.  It  was  chiefly  used  to  gain  time  for  other 
agencies  to  have  their  efiTect.  The  avoidance  of  debilitating 
influences  was  the  matter  of  the  greatest  consequence.  Next  in 
importance  ccmie  nourishment  and  the  exhibition  of  iron.  I  cannot 
help  thinking  that  the  moral  influence  of  someone  talking  to  her 
over  her  sufferings,  and  of  the  assurance  that  she  could  to  a  large 
degree  control  herself  and  that  she  would  make-  a  goed  recovery, 
was  very  beneficial. 

There  are  many  points  of  interest  in  this  case.  I  bave  given 
the  symptoms  with  considerable  minuteness  of  detail  on  account  of 
their  rarity,  and  because  I  have  not  been  able  to  find  in  the  litera- 
ture of  the  subject  any  case  representing  so  complete  a  picture  of 
the  condition  as  that  which  I  have  been  able  to  sketch  here, 
to  a  large  degree  in  the  patient's  own  words.  The  integrity  of 
the  intellectual  faculties,  using  that  phrase  in  the  limited  sense,  is 
a  sufiicient  guarantee  of  the  patient's  trustworthiness.  In  all  par- 
ticulars capable  of  verification  by  the  evidence  of  others,  I  found 
that  her  statements  were  fully  borne  out  by  her  friends. 

With  reference  to  etiology,  the  illness  first  appeared  during 
pregnancy.  The  same  is  recorded  in.  one  of  Griesinger's  three 
cases.  Meschede,  who  has  given,  a  careful  description  of  this 
condition  under  the  name  of  phrenolepsia  erotomatica  {ZeUsdirift 
/.  Psych^  XXVIII.),  narrates  two  cases.  In  one  the  disease  came 
on  during  pregnancy.  In  Griesinger's  and  Meschede's  remaining 
cases,  and  in  the  case  given  by  Schiile  in  his  second  edition  of 
his  ''  Handbuch,"  there  was  a  history  of  either  onanism  or  extreme 
sexual  excess.  It  is  well  known  that  imperative  conceptions  and 
the  maladie  du  douU  are  very  frequently  associated  with  sexual 
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depravity,  or  in  women  with  pregnancy.  But  I  believe  that  there 
were  several  causes  in  action  in  the  case  before  us— debility  pro- 
duced by  frequent  childbearing  and  excessive  lactation,  together 
with  mental  worry  and  distress,  prepared  the  way.  Perhaps 
some,  so  to  speak,  specific  effect  of  pregnancy  determined  the 
form  which  the  illness  took,  and  after  delivery  the  disease  was 
kept  up  by  lactation  (excessive  in  relation  to  her  weakened  state), 
and  possibly  by  sexual  excess. 

Krafft-Ebing  believes  that  this  condition  is  found  almost  exclu- 
sively among  the  predisposed.  In  my  case  I  made  most  careful 
inquiries  for  hereditary  neurotic  taint,  but  could  find  no  trace  of  it. 
The  woman  had  suffered  from  no  nervous  diseases  previously,  and 
had  enjoyed  very  good  health  up  to  tke  oncome  of  this  illness. 

It  is  to  be  noted  that  these  cases  are  hardly  ever  to  be  found  in 
public  asylums.  They  usually  occur  among  the  class  of  private 
patients.  The  three  cases  described  by  Griesinger  were  individuals 
of  education  and  high  social  position.  Berger's  patient  (Archiv  fur 
Psychiatriej  YII.,  2)  was  a  law  student.  Dr.  Schtile,  whose  wide 
experience  extends  over  twenty-five  years  of  work,  told  me  that  he 
has  never  seen  a  case  except  among  private  patients.  Meschede's 
cases  occurred  in  a  public  asylum,  but  one  gathers  from  his  descrip- 
tion that  both  patients  were  persons  of  good  education.  My  patient 
was  educated  far  above  the  average  of  her  class,  and  was  a  woman 
of  bright  intelligence,  capable  of  giving  an  excellent  description  of 
her  condition. 

Among  the  very  few  cases  that  are  on  record  I  have  not  been 
able  to  find  anything  resembling  the  nervous  paroxysms  that  I 
have  mentioned  accompanied  by  pain  in  the  head,  dbc,  save  in 
Berger's  case.  In  it  the  attacks  were  more  or  less  paroxysmal, 
and  were  accompanied  by  sudden  flushing,  precordial  anxiety, 
twitching  of  the  facial  muscles,  and  occasionally  a  sudden  bending 
of  the  head  upon  the  chest. 

It  would  take  up  too  much  time  to  discuss  all  the  interesting 
analogies  and  connections  of  this  form  of  mental  disturbance. 
The  condition  in  a  feverish  dream,  the  commoner  forms  of  impera« 
tive  conceptions,  and  some  cases  of  neurasthenia  and  foke  du  doute 


By  Mr.  Conolly  Norman.  71 

immediately  suggest  themselves.  Erafft-Ebing,  who  describes  the 
state  under  review  as  one  of  the  formal  disturbances  of  the  imagi- 
native faculties — a  disturbance  in  the  mode  of  association — points 
out  its  close  connection  with  imperative  conceptions  {Lehrhuch  der 
Psych.  3  AuH.).  Schule,  regarding  it  as  a  form  of  imperative 
conception,  classifies  it  in  his  new  scheme  under  the  same  head  as 
maladie  du  doute  et  du  toucher  (Klinische  Psychiatries  3  Anfi.).  The 
general  analogies  of  griibelsucht  would  undoubtedly  lead  one  to 
class  it,  as  both  the  last-named  authors  do,  among  the  mental 
degenerations,  and  regard  the  prognosis  as  unfavourable ;  yet  this 
particular  case  tends  to  confirm  Spitzka's  remark  that  it  is  a  very 
curable  form  of  insanity. 


NOTES  OF  A  CASE  OF  FOREIGN  BODY  IN  THE 
AIR-PASSAGES,  WITH  REMARKS  ON  SAME, 

By  PAUL  DILLON,  L.R.C.S. ; 

Demonstrator  of  Anatomy,  Catholic  Uniyenity. 

[Read  in  the  Section  of  Medicine,  May  18, 1888.] 

The  notes  of  this  case,  together  with  the  few  remarks  I  have  to 
make  thereon,  would  long  since  have  been  brought  before  the 
Academy  were  it  not  for  a  circumstance  which  you  and  I  equally 
deplore — the  death  of  Dr.  Henry  Kennedy,  who  had  charge  of  the 
case  for  nearly  six  weeks  in  the  Whitworth  Hospital,  Drumcondra, 
previously  to  my  being  called  on  to  treat  it.  His  death  has  deprived 
me  of  the  notes  of  the  case  at  an  early  and  important  stage,  and 
would  have  induced  me  to  abandon  the  idea  of  bringing  it  forward, 
were  I  not  assured  by  those  better  able  to  judge  than  I  am,  that 
the  case  is  of  an  interesting  nature. 
The  history  of  it  is  as  follows  :— 

Cask. — ^Anne  J ,  domestic  servant,  aged  forty  years,  while 

partaking  of  some  soup  on  Easter  Sunday,  188$,  found  it  too  hot 
to  be  freely  eaten,  and  began  to  sip  it,  making  a  gurgling  noise 
while  so  doing ;  suddenly  she  ^'  caught  her  breath,"  as  she  expresses 
it,  felt  a  choking  sensation,  and  became  greatly  alarmed.  She  did 
not,  however,  feel  anything  hurt  her,  and  had  no  idea  of  any  solid* 
body  having  entered  her  air-passages.  That  evening  she  felt  very 
cold  and  chilly.  On  the  following  Tuesday,  April  27th,  her  breath- 
ing became  suddenly  short  and  laboured,  and  continued  so  for  four 
days.  She  had  severe  and  constant  cough,  and  on  two  or  three 
occasions  spat  small  quantities  of  blood.  Linseed  poultices  were 
applied  to  her  chest,  and  some  medicines  ordered  for  her  by  her 
medical  attendant.  After  the  application  of  the  poultices  she  felt 
somewhat  relieved;  still  the  cough  and  expectoration  continued. 
Finding  that,  after  more  than  a  month's  treatment,  she  was  not 
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getting  well,  she  changed  her  medical  adviser,  and  sought  the  aid 
of  Dr.  Kennedy,  who  admitted  her  into  the  Whitworth  Hospital 
on  June  the  22nd,  where  she  remained  under  his  care  till  August 
the  Ist,  when  she  left.  After  this  she  continued  to  take  the 
medicine  ordered  for  her  by  Dr.  Kennedy  until  September  8th, 
when,  not  finding  herself  getting  anything  better,  she  again  changed 
her  doctor  and  came  under  my  care. 

On  examination  I  noticed  she  was  considerably  wasted,  and  very 
pale.  She  was  suffering  from  intense  general  bronchitis,  sibilant 
r&les  were  everywhere  to  be  heard,  together  with  very  strange 
respiratory  sounds,  such  as  I  never  before  heard  nor  saw  described. 
They  were  sometimes  snoring,  sometimes  gurgling,  irregular  in 
time,  sucking,  giving  the  idea  occasionally  of  air  having  suddenly 
found  entrance  through  a  constricted  passage  into  a  large  cavity. 
The  condition  was  precisely  the  same  on  both  sides  of  the  chest. 
There  was  no  evidence  of  cavities  in  the  lungs,  no  dulness  on  per- 
cussion, no  increased  vocal  fremitus;  perspiration  was  not  more 
marked  at  night  than  during  the  day ;  her  temperature  was  99*4% 
pulse  90.  She  had  severe  follicular  pharyngitis,  but  no  aphonia, 
nor  even  appreciable  hoarseness  ;  had  no  difficulty  in  swallowing  at 
any  time.  Menstruation,  which  was  regular  up  to  July,  has  not 
since  taken  place.  Thinking  the  case,  which  puzzled  me  very 
much,  to  be  one  of  chronic  bronchitis,  with  accompanying  dilatation 
of  the  bronchial  tubes,  I  prescribed  the  following  mixture  :^- 

I^.  Tr.  benzoini  co.,  ^s. 

Spt.  ammonise  arom.,  mlxxx. 
Vin.  ipecac,  iiiu 
Mist,  ammoniaci,  Jiss. 
Mucilaginis,  S^s. 
Inf  usi.  senegffi  ad.,  ivm, 
A  tablespoonf ul  every  8rd  hour. 

I  applied  to  her  pharynx  a  20-grain  to  the  ounce  solution  of 
chloride  of  zinc,  and  ordered  one  of  Cooper's  effervescent  chlorate 
of  potash  lozenges  to  be  taken  three  times  a  day. 

The  medicine,  which  she  continued  to  take  till  the  end  of  Sep- 
tember, although  it  relieved  the  cough  and  lessened  the  expectora- 
tion, which  was  often  slightly  streaked  with  blood,  did  not  seem  to 
be  really  curing  the  bronchitis.  I  now  resolved  to  give  over  expec- 
torants and  see  what  iron  and  strychnine  would  do  for  her.  I 
prescribed  the  following  mixture:— 
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9,  Tr.  ferri  perchlorid.,  Jss. 

liq.  strychninae,  m.  Ixxx. 

Infusi  calumbse  ad.,  Jviii. 

St.  i&s,^  8  tiis  horifl. 
Liniment  of  iodine  to  be  painted  over  chest  every  4th  night. 
The  result  of  this  treatment  was  most  gratifying ;  the  patient 
beg£m  rapidly  to  gain  strength,  improved  in  spirits,  her  breathing 
became  better,  and  her  coagh  less.  I  now  looked  out  for  complete 
restoration  to  health ;  but  on  October  4th,  while  examining  her,  I 
noticed  she  had  a  goitre  which  I  had  not  observed  before.  I 
asked  the  patient  how  long  she  had  it,  and  she  informed  me  she 
never  noticed  it  at  alL  I  continued  to  see  her  every  third  or 
fourth  day  for  some  time,  and  each  time  she  presented  herself  I 
fancied  I  could  notice  an  increase  of  size  in  the  gland.  I  at  last 
determined  to  treat  the  goitre,  £md  while  making  an  examination 
of  it  on  October  the  20th,  I  pressed  rather  hardly  on  the  gland  with 
my  forefinger  and  thumb,  and  brought  on  such  a  fit  of  coughing 
that  I  thought  the  patient  would  die  of  suffocation  in  my  study. 
Happily  for  me,  however,  she  did  not,  and  in  a  short  time  felt  able 
to  walk  home.  That  night  she  got  another  attack  of  suffocating 
cough,  which  ended  in  the  expulsion  of  this  piece  of  bone,  which 
was  six  months  in  her  air-passage,  and  which  I  now  have  the 
pleasure  of  handing  round  to  the  members  of  the  Academy.  It 
measures  24  millimetres  in  its  longest  diameter,  11  mm.  in  its 
greatest  transverse  diameter,  and  is  only  8  mm.  thick. 

Exact  outline  of  bone. 


After  the  expulsion  of  the  bone  the  patient  rapidly  recovered, 
her  cough  disappeared  completely,  and  on  November  18th  menstrua- 
tion occurred,  having  been  suppressed  for  four  months. 

I  must  add  that  all  the  history  I  got  of  the  case  when  the 
patient  consulted  me,  and  up  to  the  date  of  the  expulsion  of  the 
bone,  was  that  on  Easter  Sunday  the  patient  caught  cold,  got  a 
great  cough,  felt  d^ressed  in  spirits,  she  did  not  know  why ;  that 
she  spat  some  blood  on  a  couple  of  occasions,  and  that  she  was  treated 
by  two  medical  men,  as  I  have  before  described*    I  had  no  history 
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of  this  sudden  fit  of  coughing  while  eating  soup,  nothing  to  point 
to  a  foreign  body  having  entered  the  ur-passage.  It  was  only 
when  she  expelled  the  bone  she  remembered  the  occurrence,  and 
related  the  details  to  me  as  I  have  described  them. 

This  case  is  remarkable  in  several  points  :— 

1st.  For  the  ease  with  which  such  a  large  sharp-pointed  piece 
of  bone  entered  the  air-passage,  the  patient  not  even  feeling  it  do 
so. 

2nd.  For  the  length  of  time  (six  months)  it  was  lodged  in  the 
air-passage  without  producing  destructive  changes  in  the  lungs. 

3rd.  For  the  development  of  goitre  in  connection  with  it. 

4th.  For  the  manner  in  which  the  body  was  dislodged  and  finally 
expelled. 

And  lastly.  For  the  almost  complete  subsidence  of  the  goitre  in 
the  expulsion  of  the  bone. 

Now,  the  question  naturally  arises — ^Where  was  the  bone  lodged  ? 
That  it  was  in  the  air-passage  admits,  I  think,  of  no  doubt.  Was 
it  in  the  lung,  occupying  one  of  the  bronchial  tubes  or  their 
primary  divisions?  I  think  it  was,  in  the  commencement,  for, 
having  made  a  series  of  trials  with  the  bone  on  the  dead  subject, 
I  found  that,  dropped  vertically  through  the  glottis,  which  was  the 
only  way  it  could  enter,  the  bone  passed  freely  into  the  eparterial 
branch  of  the  right  bronchus,  but  got  impacted  in  the  primary 
divisions  of  the  bronchL  That  it  remained  but  a  short  time  in  the 
lower  part  of  the  air  tube  is,  I  think,  certain  from  the  symptoms 
exhibited  by  the  patient,  and  the  auscultatory  sounds,  for  these  so 
fixed  my  attention  that  I  think  I  do  not  exaggerate  when  I  say 
that  I  often  spent  fifteen  minutes  listening  to  them  and  trying  to 
satisfy  myself  as  to  their  cause.  Still  I  never  noticed  any  differ- 
ence in  the  two  sides  of  the  chest.  The  development  of  the  goitre 
seems  to  me  to  be  a  guide  to  the  position  of  the  foreign  body 
while  in  the  air-passage,  and  with  a  view  to  a  solution  of  the 
question  I  made  a  series  of  seven  dissections  of  the  thyroid  region, 
mainly  in  connection  with  the  nervous  supply  of  the  thyroid  gland, 
and  the  connection,  if  any,  between  this  nerve  supply  and  the 
interior  of  the  larynx — ^my  reason  for  making  the  dissections  being, 
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that  the  nerre-sapply  of  the  thyroid  gland  is  very  ambiguously 
given  in  the  text-books  of  anatomy.  Quain.  dismisses  it  with  the 
statement  that  it  is  supplied  by  the  sympathetic,  and  puts  in  small 
print  the  statement  that  some  anatomists  describe  branches  of  the 
external  laryngeal  nerve  as  being  distributed  to  it. 

Gray  says  the  pneumogastric  nerve  supplies  it,  but  puts  a  foot- 
note stating  that  Frey  denies  this. 

Landois,  speaking  of  the  distribution  of  the  pneumogastric  nerve, 
says  that  the  external  laryngeal  nerve  supplies  sensory  branches 
to  the  lower  lateral  portion  of  the  laryngeal  mucous  membrane, 
and,  if  I  mistake  not,  that  it  also  supplies  the  thyroid  gland.  I 
found  the  gland  supplied,  in  five  of  the  seven  cases,  by  the  external 
laryngeal  nerve;  in  two  cases  by  the  external  and  inferior  laryngeal, 
which  communicated  with  one  another.  Bearing  iu  mind,  then, 
that  the  gland  is  supplied  by  the  external  laryngeal  nerve  as  given 
in  the  text-books,  and  found  in  five  out  of  seven  cases  by  myself, 
and  also  that,  according  to  Landois,  the  lower  lateral  portion  of 
the  laryngeal  mucous  membrane  is  supplied  by  sensory  fibres  from 
the  same  nerve,  I  think  I  am  justified  in. concluding  that  the  goitre 
was  produced  by  the  irritation  of  the  bone  lodged  iu  the  lower 
portion  of  the  Icu^x.  This  view  with  regard  to  the  position  of 
the  bone  would  receive  corroboration  from  the  sudden  and  terrible 
fit  of  coughing  which  I  brought  oa  by  manipulation  of  the  gland, 
and  which  ended  in  the  expulsion  of  the  bone. 

The  bone  is  too  large  to  be  lodged  in  the  ventricle  of  the  larynx, 
and  could  never  have  been  tolerated  in  that  position  by  the  patient. 
Looking  over  the  recorded  cases  of  foreign  bodies  in  the  air-passages, 
I  find  only  one  which  is  very  much  like  this.  It  was  published 
by  Dr.  Pollock  in  the  Lancet  for  1876,  The  foreign  body,  which 
was  the  vertebra  of  a  rabbit,  waa  lodged  for  eighteen  months  in 
the  air-passage  of  a  woman,  giving  rise  to  all  the  symptoms  of 
phthisis.  The  bone  was  taken  m  while  the  patient  was  eating 
soup,  and,  like  mine^  expelled  without  surgical  int^erence;  the 
patient  completely  recovered*. 
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THE  FEVER  OF  OVER-EXERTION. 

By  J,  F.  KNOTT,  M.B. ; 

Senior  DemoxuBtrator  of  Anatomy,  Bojal  College  of  Surgeons. 
[Bead  in  the  Medical  Section,  November  18, 1887.] 

An  attempt  made  at  the  present  date  to  c<mcentrate,  even  for  a 
short  time,  the  attention  of  tibe  professional  public  on  an  unrecog- 
nised, or  but  partially-recognised,  form  of  disease,  should  perhaps 
be  prefaced  by  a  sufficient  apology.  To  the  still  unlicensed  student 
of  medicine  I  offer  my  cordial  and  apologetic  sympathy,  conscious, 
as  I  am,  of  the  strain  upon  his  memory  produced  by  enforced 
familiarity  with  an  already  overstocked  literature.  In  my  turn,  I 
ask  for  some  sympathetic  consideration  on  the  part  of  the  qualified 
students  of  the  healing  art,  who  are  now  about  to  become  my 
critics. 

The  late  Dr.  Murchison,  in  his  classical  work  on  '^  The  Continued 
Fevers  of  Great  Britain,*'  describes  the  non-specific  form  included 
by  him  in  this  category  (synochtis  simplex  of  Riverius,  or  febris 
continua  simplex  of  lieutaud)  as  '^a  sporadic,  non-contagious 
disease,  arising  from  exposure  to  the  sun,  fatigue,  surfeit,  inebriety, 
&c."  The  typical  symptoms  of  tiie  febrile  state  are  present,  but 
no  specific  lesion  is  discoverable.  But  a  few  paragraphs  of  the 
goodly-sized  volume  are  devoted  to  a  consideration  of  the  condition. 
*The  author  refers  in  a  few  brief  words  to  a  severe  tropical  form  ; 
the  native  variety  he  seems  to  regard  as  a  comparatively  trivial 
complaint,  although  he  hints  that  it  may  be  sometimes  fatal  He 
does  not,  however,  indicate  how  the  fatal  tendency  may  be  mani- 
fested. Disregarding  the  tropical  form  of  the  disease,  however,  I 
now  proceed  to  inquire  into  the  nature  of  the  unfavourable  course 
which  a  variety  of  what  may  perhaps  be  still  regarded  as  simple 
continued  fever  sometimes  takes  at  home. 

Agricultural  labourers  and  the  holders  of  very  small  farms  in 
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the  *•*•  congested  districts"  of  the  west  and  south  of  Treland  often 
make  great  physical  exertions  daring  some  weeks  in  the  spring 
and  harvesting  seasons.  At  other  periods  of  the  year  their  efforts 
are  less  continuous ;  they  usually  ^'  take  the  world  easy."  When 
the  time  for  hard  work  comes  they  are  consequently  in  very  had 
training,  partly  from  insufficient  exercise^  partly  from  insufficient 
or  ill-chosen  diet.  The  uncertain  character  of  our  climate  necessi- 
tates immediate  readiness  on  the  part  of  those  concerned  to  take 
advantage  of  a  fair  hour,  and  the  wisdom  of  the  homely  proverb, 
''make  hay  while  the  sun  shines'*  receives  more  frequent  practical 
illustration  in  those  places  than  in  most  other  parts  of  the  world. 
Accordingly,  violent  muscular  exertion  is  often  performed  for 
several  successive  days,  and  this  is  frequently  followed  by  a  chill 
from  careless  exposure.  With  (or  without)  the  latter  factor,  the 
exertion  referred  to  is  not  infrequently  followed,  especially  in  the 
hotter  months,  by  marked  febrile  symptoms.  The  patient's  tem- 
perature runs  up  rapidly,  even  to  103®  F.  or  104°  F.  within  a 
few  hours,  and  this  change  is  accompanied  by  the  general  symptoms 
of  malaise,  congested  face,  thirst,  loss  of  appetite,  &c.  He  some- 
times takes  a  day  or  two  of  rest,  when,  feeling  a  little  better,  and 
being  extremely  anxious  to  finish  his  farm  labours,  he  makes  a 
desperate  effort  to  go  back  to  work,  although  still  suffering  from 
the  same  symptoms  in  a  slighter  degree.  His  efforts  are  now 
necessarily  less  vigorous,  but  he  does  enough  to  feed  the  slow  fire 
of  febrile  combustion  which  has  been  already  kindled  in  his  muscles. 
The  temperature  maintains  a  standard  of  about  101®  or  so ;  pulse 
is  permanently  quickened;  thirst,  constipation,  loss  of  appetite, 
and  loaded  urine  continue.  In  such  cases,  when  the  pernicious 
attempts  at  manual  exertion  are  continued  for  a  number  of  days, 
the  unhappy  individual  afterwards  fails  to  recover.  Gradual  wast- 
ing goes  on ;  the  pulse  maintains  its  frequency  and  becomes  weaker, 
the  strength  by  degrees  fails,  the  patient  is  obliged  to  take  perma- 
nently to  bed,  the  fever  tends,  after  some  months,  to  assume  a 
hectic  type.  If  the  lungs  have  any  hereditary  weakness,  phthisical 
symptoms  may  appear,  but  hardly  otherwise.  Such  is  the  usual 
progress  of  the  case  I  attempt  to  depict.     Beginning,  as  it  oftenest 
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does,  in  the  hot  exertion  of  the  warm  dajB  of  harvesting,  the 
patient  spends  the  following  winter  months  in  bed ;  with  the  fresh- 
ness of  the  succeeding  spring,  when  nature  is  putting  on  aU  her 
revivifying  powers,  he  makes  a  feeble  attempt  to  rally ;  hopes  for 
returning  strength,  which,  however,  fails  to  come.     With  the  heat 
of  summer  he  again  droops ;  emaciation  progresses ;  a  hectic  flush 
appears  on  the  cheeks,  and  he  sinks  as  the  winter  cold  approaches. 
All  the  wise  women  in  the  neighbourhood  tell  you  that  he  will 
"  go  with  the  fall  of  the  leaf,"  and  they  are  rarely  mistaken.     Such 
cases  are  well  known  in  the  country  districts  to  which  I  have 
referred.    I  have  a  vivid  recollection  of  a  farm  labourer  who  worked 
with  me  when  I  lived  in  the  country,  and  who  fell  a  victim  to  this 
train  of  symptoms.     When  I  did  duty  a  couple  of  years  ago,  during 
a  short  time,  for  a  dispensary  doctor  with  a  large  country  district, 
I  took  full  notes  of  three  cases  with  such  a  history.     The  wise 
women,  whose  authority  I  have  already  quoted,  tell  you  of  such  a 
case  that  has  got  'Hhe  plurrisy."     But  no  pleural  symptoms,  as 
medical  men  understand  them,  are  traceable.     When  staying  for  a 
few  weeks  in  the  country  last  autumn,  I  saw  other  similar  cases. 
The  three  cases  to  which  I  have  just  referred  all  sank  with  the  fall 
of  the  leaf — ^two  in  October  and  one  in  November.     One  had  sur- 
vived two  years  from  the  initial  symptoms;  each  of  the  others 
lived  through  but  one  winter. 

Such  cases  are  not  so  often  seen  in  town  as  in  the  country,  and 
this  fact  I  am  disposed  to  attribute  to  the  more  uniform  rate  of  work 
which  is  maintained  by  the  urban  artisan.  Still  they  sometimes  do 
appear,  and  are  then,  I  think,  either  misunderstood  or  (compara- 
tively) neglected.  If  not  greatly  mistaken,  I  have  seen  such  a  case 
exhibited  to  a  class  of  medical  students  as  a  specimen  of  ^Hhat 
rare  new  disease,  pernicious  progressive  anaemia." 

The  continued  physical  over-exertion,  which  is  the  starting- 
point  of  the  phenomena  with  which  we  are  now  concerned,  has 
necessarily  the  effect  of  throwing  into  the  circulation  a  greatly 
disproportionate  quantity  of  the  products  of  muscular  waste. 
These  undoubtedly  act,  in  the  first  instance,  as  stimulants  to  the 
vaso-motor  centres,  general  and  locaL    But  the  continued  applica- 
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tion  of  an  increasing  quantity  of  the  stimulant  most  soon  be 
followed  by  exbaustion.  Stimulation  of  raso-motor  centres  or 
nerves,  when  already  partially  exhausted,  is  followed,  not  by  con- 
striction of  the  vessels  of  the  corresponding  area,  but  by  dilatation, 
which  increases  with  increased  strength  of  the  stimulus,  till  a 
condition  of  complete  relaxation  is  attained.  Such,  as  I  take  it,  is 
the  history  of  the  vaso-motor  phenomena  connected  with  excessive 
muscular  exertion. 

The  vascular  changes  which  initiate  the  symptoms  of  gout  and 
rheumatism  have  recently  been  traced  by  Dr.  Latham,  with  admir- 
able ingenuity  and  clearness,  to  the  action  of  uric  acid  on  the  vaso- 
motor system.  The  uric  acid,  set  free  by  excessive  or  perverted 
tissue-change,  acts,  in  the  first  instance,  as  a  stimulant ;  afterwards 
paralysing  completely  the  vaso-motor  centres,  when  it  has  exhausted 
all  the  available  power  of  the  latter.  I  would  gladly  add  my  argu- 
ments to  those  of  so  distinguished  an  authority,  and  hope,  as  I 
proceed,  to  establish  important  indications  of  parallelism  between 
some  of  the  principal  phenomena  of  the  fever  of  over-exertion  and 
those  of  the  well-known  fevers  just  named,  and  which  are  usually 
associated  with  pronounced  arthritic  change. 

When  I  sat  at  the  feet  of  our  President,  to  receive  my  first  lessons 
in  the  theory  of  medicine,  I  learned  an  interesting  fact,  which 
happened  to  be  soon  afterwards  emphatically  impressed  on  my 
memory  by  an  experience  occurring  in  my  own  person.  I  have 
often  wondered  that  greater  prominence  has  not  been  given  it  by 
the  writers  of  our  text-books.  I  allude  to  the  supervention  of  the 
symptoms  of  subacute  rheumatism  upon  those  of  ordinary  simple- 
continued  fever,  when  the  latter  has  been  neglected  or  injudiciously 
treated.  I  hope,  before  the  conclusion  of  the  present  paper,  to  be 
able  to  offer  an  intelligible  explanation  of  the  intimate  connection 
between  these  two,  apparently,  very  dissimilar  conditions. 

With  the  view  of  throwing  some  light  on  these  cUnico-patholo- 
gical  facts,  let  us  now  inquire,  as  closely  as  we  can,  into  the  nature 
of  the  products  of  muscular  waste.  To  facilitate  the  inquiry,  I 
have  placed  on  the  diagram  the  empirical  formula  for  albumin 
deduced  by  Lieberkiihn,  and  following  it  is  the  structural  formula 
which  has  been  elaborated  by  Dr.  Latham. 
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The  benzene  nucleus  which  forms  so  prominent  a  feature  in  the 
latter,  is  well  known  to  display  the  most  tenacious  resistance  to 
chemical  change.  The  albuminoid  molecule,  as  a  whole,  is  notably 
unstable,  and  the  nature  of  the  connection  of  the  long  chain  of 
cyan-alcohol  groups,  offers  an  easy  explanation  of  this  fact.  The 
detachment  and  mutual  separation  of  the  links  of  this  long  chain  of 
molecular  groups  is  necessarily  accompanied  by  the  evolution  of  a 
quantity  of  heat ;  and  from  the  nature  of  such  a  molecular  large 
structure,  as  well  as  from  the  large  proportion  of  the  total  mass  of 
the  tissues  of  the  body  formed  by  the  muscular  system,  we  can  at 
once  understand  the  very  important  part  played  by  the  latter  in 
producing  the  heat  of  the  animal  economy. 

In  another  diagram  I  have  arranged,  in  schematic  form,  the 
probable  succession  of  the  principal  products  of  proteid  waste, 
beginning  with  their  ingestion  as  albuminoids  of  food,  and  ending 
with  their  elimination  from  the  system  as  effete  matter. 

We  have  now  an  explanation  of  the  presence  of  an  excess"  of 
uric  acid  during  the  rapid  and  disorderly  muscular  metabolism  of 
the  febrile  state. 

FATE  OF  THE  DETACHED  CYAN-ALCOHOL  GROUPS. 

xm  ^OH 

CnH,^  +     2H,0      =     C„H,<^  +     NH, 

OH  Corresponding  acid  of  Acetic  Series. 

CnHa^C;  +     O,     =     C«-rH,„_,.COOH  +  CO,  +  H,0. 

XJOOH 


Ethedene  cyan-alcohol.  Lactic  acid. 

^OH  OH 

C,H,<^        +  2H,0  =  C,H,:^  +  NH,    [?  RHEUMATISM]. 

XJN  XJOOH                     

Lactic  acid. 

OH  Acetic  acid.            Formic  acid. 

CH,.CHC                 +     O  =     CH,— COOH     +     H.COOH. 

^JO.OH  = 

CH,.COOH     +  40  =     2H,0     +     2C0, 

H.COOH     +     O  =    HaO      +     CO, 
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FATB  OP  GLTCOCINB  IN  THE  HUMAN  ECONOMY. 
(A.)    THE  WAY  IN  WHICH  IT  SHOULD  GO. 
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(B.)    THE  WAY  IN  WHICH  IT  SHOULD  NOT  GO. 

Glycocine.  Urea.  Hydantoic  acid. 
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By  the  chemical  changes  here  indicated  we  have  glycocine, 
formed  from  the  methene  cyan-alcohol  groups,  detached  by 
the  disintegration  of  the  albuminoid  molecules.  This  body,  by 
conjugating   with    urea,   forms   hydantoic  acid,  ammonia  being 
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at  the  same  time  separated.  Biuret  is  formed  bj  condensation 
of  nrea  molecules,  as  here  represented — a  process  which  is  also 
accompamed  by  the  elimination  of  ammonia.  Hjdantoic  acid,  by 
the  simple  process  of  hydration,  becomes  hydantoin,  and  the  latter, 
uniting  with  biuret,  produces  ammonium  urate.  Ab  the  latter 
compound  possesses  but  slight  solubility,  a  portion  is  likely  to  be 
retained  in  the  circulation.  Here  it  meets  with  sodium  in  abun- 
dance, especially  in  the  form  of  sodium  chloride,  and  the  stronger 
chemical  affinities  of  the  alkali  element  easily  suffice  to  displace  the 
ammonium  from  its  position  in  the  molecule.  The  ensuing  double 
decomposition  results  in  the  formation  of  sodium  urate.  The  exist- 
ence of  the  latter  in  quantity  must  produce  vaso-motor  disturbances, 
even  from  the  beginning ;  when  its  presence  is  prolonged  for  any 
considerable  period,  we  can  easily  understand  how  this  difficultly- 
soluble  salt  is  crystallised  out  from  the  ^tal  fluid  in  those  positions 
where  the  movements  of  the  latter  are  most  sluggish.  This  is 
exactly  in  the  central  areas  of  the  articular  .cartilages,  and  thus  we 
hare  established  the  weU-known  physical  changes  of  gout.  In 
order,  however,  to  the  manifestation  of  such  local  phenomena,  a 
special  predisposition  or  so-called  arthritic  diathesis  appears  to  be 
essential;  in  other  cases — ^including  the  group  which  forms  the 
subject  of  the  present  communication — we  have  excess  of  uric  acid 
in  the  circulation,  leading  to  various  forms  of  constitutional  derange- 
ment, but  not  to  local  deposit.  On  the  interesting  question  of  the 
relationship  between  gout  and  rheumatism,  I  will  venture  to  quote 
my  own  words  from  a  communication  made  some  months  ago  to 
the  Medical  Section  of  the  Dublin  meeting  of  the  British  Medical 
Association:— 

^'The  relationship  between  gout  and  rheumatism  is,  to  my 
mind,  satisfactorily  explained  by  the  action  of  uric  acid  (or,  indeed, 
other  exhausting  stimulant  continuously  applied  for  some  time)  on 
the  vaso-motor  nerve-centre.  In  the  former  disease,  we  have  its 
stimulating  effects,  leading,  in  the  first  instance,  to  arterial  con- 
traction and  constructive  metabolism ;  and  these  phenomena  are 
followed  (when  exhaustion  of  the  centres  supervenes)  by  dilatation 
and  destructive  metabolism.    In  the  latter  affection,  we  have  only 
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the  results  doe  to  tlie  stimulating  of  uric  acid  on  an  already 
exhausted  centre.  In  gout  the  primary  area  of  disordered  nutri- 
tion is  in  the  liver,  in  rheumatism  it  is  situated  in  the  muscles. 
The  lactic  acid  which  is  necessarily  produced  in  increased  quantity 
from  the  increased  muscular  metabolism  has  further  secondary 
effects,  especially  on  the  cutaneous  area." 

The  presence  of  a  special  diathesis  appears  to  be  necessary  for 
the  manifestation  of  the  characteristic  local  lesion  in  each  of  these 
diseases.  The  existence  of  the  feyer  in  either  case,  as  well  as  in 
that  of  the  fever  of  over-exertion  (with  which  we  are  now  more 
especially  concerned),  can  be  fully  explained  by  the  action  on  the 
nerve-centres  of  the  impurities  derived  from  the  ddnis  of  muscle 
tissue. 

URIC  Acnx— 

CjH,N,0,  or, 

NH— CO— C— NH 
cor  or, 

^NH— CO— C— NH 

NH— CO^  2^H 

COC  ^C  =  CC  or, 

^NH— CO-^  ^NH 

CO— NH— CN  N— CN— NH— CH, 

-OH  (Kolbe),  or    CO 

;0— NH— CN  NH— CO CO 

NH— CO  NH— CO 

CO— HCN  =  C  =  NH   or  CO     CHNC^ 
I  /  I         I       ^H 

NH— CO      (Erlenmaycr),   NH— CO  (Mulder),  or 

NH— C  —  NH  NH— CO 

I  \       \  i        i 

CO        CO     CO  (Fittig),  or  CO     C— NH^        (Medicus). 

NH—C ^NH  NH— C— NH'^ 

The  interesting  constitutional  relations  between  uric  acid  and 
some  of  its  congeners  are  indicated  in  the  formule  arranged  on 
the  following  page. 


CH— ( 


(Strecker),  or 
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Xanthine. 
NH— CH 


Hypoxanthine. 
NH— CH 


CO     C— N 
NH— C=N 


«x 


J.    J" 

CO    c— : 


/ 


CO   I 


NH— C=N 


NH- 
NH        CO 

NH- 


Gnanine. 
CH 

I 

C— NH^ 
I  ^.NH 


■C  =  N 


/ 


Theobromine. 
CH,.N— CH 

CO       C— N.CH, 

I  I       ^CO 

NH  — C=N/^" 

Oxycaffeine. 
CH,.N— C.OH 

i       I 

C.OC— N.CH, 

CO 


CH 


,.N— C= 


Nx- 


Caffeine. 
CH,.N— CH 

I      I 

CO  C— N.CH, 

CH,.N— C=N/^"* 

Diethohjdroxy  caffeine. 
OH 

CH,.N— cc: 

^O.C.H, 
^O.C,H. 

J        ^N.CH, 

I  "^CO 

CH,N— C=Nx^^" 


,JM— 

I 


CafFuric  acid. 
CO.OH 


H.b 


C— N.CH, 


H(CH3)N.C=N^ 


.L: 


CO 


H(CH, 

Caffeidine. 
H(CH,)N— CH 

I 

C— N.CH, 


Caffoline. 
HO.CH— N.CH, 

i  >"° 

[,)N.C  =  N 


H(CH,)N— C— N 


CO 


Among  the  immediate  congeners  of  uric  acid  is  the  body  caffein, 
whose  more  ready  solubility  makes  its  introduction  into  the  circula- 
tion in  experimental  researches  much  easier  than  that  of  uric  acid. 
The  intimate  structural  relationship  between  uric  acid  and  caffein 
is  shown  at  a  glance  when  we  compare  their  structural  formulae. 
The  latter  body,  or  vegetable  uric  acid,  as  it  has  been  called,  is 
known  to  stimulate  the  cardiac  and  vaso-motor  centres,  as  its 
introduction  into  the  circulation  is  rapidly  followed  by  increased 
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rate  of  the  heart's  action,  and  marked  rise  of  the  arterial  tension. 
We  know  that  the  application  of  such  ganglionic  stimnlants,  when 
f4>plied  to  centres  already  overstrained,  is  to  overpower  them  com- 
pletely, and  cause  immediate  vascular  relaxation.  There  is  every 
probability  in  the  belief  that  the  introduction  into  the  circulation 
of  uric  acid,  and  many  other  products  of  rapid  and  perverted  mus- 
cular metabolism  is  followed  by  the  display  of  these  phenomena  in 
consecutive  order. 

It  is  well  known  that  the  muscular  system,  as  a  whole,  forms, 
even  in  health,  the  main  factor  in  the  production  of  heat  within 
the  animal  system.  It  is  the  great  furnace  of  the  body;  and, 
according  to  careful  calculations,  furnishes,  during  health,  fully 
four-fifths  of  the  total  quantity  of  heat  generated  by  the  vital 
mechanism.  The  known  relations  between  chemical  transforma- 
tion and  liberation  of  heat  offers  a  satisfactory  explanation  of  the 
dependence  of  the  latter  on  the  complex  molecular  changes  that  are 
constantly  taking  place  in  the  unstable  constituents  of  muscular 
structures.  Increased  muscular  activity  means,  of  course,  increased 
chemical  change ;  and,  as  it  is  always  accompanied  by  elevation  of 
temperature,  the  very  natural  assumption  has  usually  been  made— 
almost  without  question — ^that  the  production  of  heat  was  a  simple 
function  of  the  production  of  work,  the  former  always  varying 
directly  as  the  latter  quantity.  More  recent  researches  went  to 
show  that  the  connection  was  somewhat  more  complex,  but  attempts 
were  made,  with  apparent  success,  to  define  it  in  terms  of  a  small 
number  of  variables.  It  was,  however,  reserved  for  my  distin- 
guished friend.  Dr.  Donald  Macalister,  of  Cambridge,  to  successfully 
differentiate  the  thermogenic  from  the  motor  function.  Starting 
with  the  very  simple  fact  that  heat  is  produced  by  a  resting  muscle, 
and  asking  himself  the  obvious  question,  ^^  If  heat  is  produced  with- 
out contraction,  may  not  contraction  take  place  without  heat?" 
Macalister  has  shown  by  a  series  of  ingenious  experiments  that 
fatigue  from  over-stimulation  and  exhaustion  from  long  abstinence, 
each  differentiated  the  thermogenic  from  the  motor  function.  The 
muscle  was  always  fatigued  as  a  heat-producer  before  it  was  ex- 
hausted as  a  work-producer.     Further  investigation  showed,  on  the 
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other  hand,  that  cold  has  the  effect  of  greatly  depreasing  or  even 
abolishing  the  thermogenic  function,  while  it  Leavea  the  motor 
function  unaffected. 

Further  investigatimis  on  this  subject  have  been  carried  out  by 
Drs.  MeaAb  Smith  and  Lukjanow,  from  the  results  of  which  they 
conclude  Uiat  "  the  effect  of  stimnlating  a  muscle  through  its  nerve 
is  to  start  in  it  two  processes— one,  as  it  were,  ezplosiTe,  and 
manifested  by  change  of  form  and  performance  of  mechanical  work  ; 
the  other  more  continnous,  and  manifested  by  the  increased 
development  of  heat.  Each  process  has  its  own  laws."  These 
results  justify  the  conclusion  that  "  the  heat  developed  in  the  second 
or  thermogenic  process  is  not  simply  a  thermo-dynomic  waste  pro- 
duct— an  excretion  of  no  greater  digni^  than  urea  or  carbonic  acid." 

Let  UB  see  what  light  the  modem  concepts  of  molecular  physics 
may  be  made  to  throw  on  the  thermal  phenomena  connected  with 
excessive  muscular  disintegration.  Matter,  from  whatever  source, 
is  mode  up  of  individual  molecules,  to  each  of  which  is  allowed  in 
the  ordinary  quiescent  state  a  certain  limited  range  of  vibration. 
The  effect  of  heat  is  to  increase  the  range  and  velodty  of  vibration 
of  each  molecule,  thereby  causing  the  phenomenon  of  expansion. 
The  action  of  heat  on  a  given  substance  is  represented  on  an  exag- 
gerat«d  scale  by  this  diagram.  When  cold  it  is  represented  by  A, 
A';  when  heated,  by  B,  B',  Figs.  1  and  2. 
Zig.  8. 


The  molecular  movements  of  the  varioue  constituent  tissues  of 
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tbe  living  orgaaiim  are  midoabtedl^  under  the  direct  control  of  the 
nerroiu  tjatem.  The  prtnoiplei  of  government  will  be  nnderftood 
when  we  ezamioe  onr  next  diftgram.  At  B,  Fig,  S,  ia  repreiented  ■ 
DWTODS  mre,  formed  b^  &  gangltoeie  Derre  call,  eonneeted  in  one  direc- 
tion with  »  seiuorj  snrfeca,  and  on  tiie  other  with  a  motor  end-K>rgan. 
The  former  connection  ii  mule  by  an  Afferent,  the  Utler  hy  an 
efferent,  nerre-flbre.  A  farther  adviuice  in  the  evola^on  of  each 
nervooB  mechaniants  i«  ebown  at  C  where  two  central  ganglionic 
nerre-cellB  are  connected  by  an  intemancial  nerre^Abre.  Sncb 
peripheral  sensory  wgans  in  nil  parta  of  the  body  are  thus  eon- 
necled  with  corresponding  centres  in  the  spinal  cord,  while  groups 
of  the  latter  are  in  their  turn  connected  with  a  centre  of  superior 
grade  placed  at  a  h^her  level.  This  graduated  scale  of  incnaring 
influence  has  probably  very  many  degrees  among  the  central 
ganglia;  all  the  cells  for  one  denominatimi  being  placed  under  the 
inhibitory  influence  of  the  soperior  centres  in  the  cortex  cerebri. 
Elg.  4. 
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I  have  here  (Fig.  4)  given  a  diagrammatic  scheme  illustrating  the 
super-position  of  such  a  series  of  reflex  centres.  The  first  ganglion 
cell  in  this  lower  series  regulates  the  contraction,  Ac,  of  a  certain 
muscle.  A  group  of  such  muscles— three  in  the  present  instance^ 
is  under  the  control  of  a  higher  centre,  the  stimulation  of  which 
would  lead  to  contraction  of  all  three  muscles,  while  the  stimulation 
of  an  inferior  cell  would  be  followed  bj  the  contraction  of  but  one. 
A  cell  of  the  third  order  presides  over  the  movements  of  two 
muscular  groups.  Suppose,  now,  that  the  first  of  these  groups  is 
made  up  of  the  flexors  of  the  leg,  and  the  second  of  the  flexors  of 
the  thigh,  the  cell  which  governs  the  movements  of  both  will  have 
under  its  control  these  two  movements,  which,  when  occurring 
simultaneously,  constitutes  one  of  the  phases  of  walking ;  and  by 
so  ascending  the  ganglionic  scale,  we,  by-and-bye,  arrive  at  the 
supreme  centre  to  which  is  deputed  the  control  of  all  the  co-ordinated 
movements  of  pedestrian  exercise.  A  corresponding  description 
applies  to  all  complex  groupings  of  superimposed  reflex  centres- 
motor,  vaso-motor,  secretory,  and  so  on.  An  initial  stimulus,  starting 
from  the  periphery,  and  acting  on  the  highest  of  these  governing 
centres,  suffices  to  develop,  without  the  intervention  of  the  wiU,  all 
the  corresponding  reflex  movements—molar  or  molecular,  as  the 
case  may  be— -according  to  the  functions  of  the  centre  concerned. 
The  resulting  series  of  phenomena  follow  the  initial  stimulus,  pretty 
much  as  the  whole  complex  mechanism  of  a  chronometer  is  thrown 
into  movement  by  a  touch  of  the  pendulum  when  the  instrument 
has  been  just  wound  up. 

On  the  other  hand,  when  such  stimulation  is  carried  to  over- 
fatigue, or  applied  to  a  centre  already  exhausted,  it  has  only  the 
effect  of  carrying  the  exhaustion  to  a  still  more  extreme  degree. 

Let  us  now  apply  the  information  so  far  gained  to  the  elucida- 
tion of  the  question  more  immediately  before  us.  We  are  particu- 
larly concerned  with  the  vaso-motor  mechanisms  of  the  muscular 
system.  We  have  indicated  that  the  uric  acid  and  allied  products 
thrown  into  the  circulation  by  excessive  or  by  perverted  muscular 
metabolism  act  as  a  stimulus  to  a  fresh  and  vigorous  centre,  while 
they  rapidly  ctxhaust  the  remaining  powers  of  one  already  fatigued. 


By  Dr.  J.  F.  Knott.  91 

Even  in  the  formw  case,  the  persistent  presence  of  the  unhealthy 
stimulus  must  necessarily  be  soon  followed  by  paralytic  phenomena. 
Vaso-motor  paralysis  of  the  muscular  areas  is  the  ineyitable  result 
of  muscular  oyerstndn.  The  vascular  dilatation  ensuing  means, 
among  other  things,  the  presence  of  an  excess  of  oxygen,  the 
chemical  activity  of  which  helps  to  keep  up  the  fever-heat.  Every 
agency  that  contributes  to  the  increased  molecular  agitadon  which 
constitutes  fever-heat  must  keep  up  the  unstable  molecular  equili- 
brium,  and  under  these  conditions  the  albuminoid  molecules  of  the 
muscular  tissue— whose  constitution  we  have  already  depicted—* 
being  labile  in  structure,  crumble  down  in  rapid  succession. 

Each  of  the  muscles  which  we  employ  in  our  daily  avocations 
being  made  up  of  millions  of  such  albuminoid  obelisks,  we  can 
fancy  what  vast  sources  of  heat  and  energy  we  carry  concealed 
within  us,  and  the  consideration  makes  us  admire  still  more  the 
wonderful  regulation  of  the  mechanism  by  which  the  balance 
between  waste  and  repair,  between  heat-production  and  heat-loss, 
is,  in  the  healthy  state  of  the  system,  so  exquisitely  maintained. 

There  has  been  a  tendency  abroad  in  the  pathological  world  for 
a  considerable  number  of  years  to  refer  most,  if  not  all,  of  our 
febrile  disturbances  to  the  presence  in  the  blood  and  tissues  of 
certain  minute  parasitic  organisms. 

When  a  specimen  of  the  bacterial  tribe  finds  entrance  to  one  of 
these  domains  of  previously  orderly  molecules,  the  necessary  results 
appear  to  correspond  to  those  following  the  proverbial  visit  of  a 
bull  to  a  china-shop.  Rapid  and  disorderly  movements,  followed 
by  shivering  of  many  constituent  individuals  into  the  simpler 
molecular  or  even  atomic  fragments  is  the  inevitable  consequence. 
The  modem  conception  of  heat  being  a  mode  of  motion,  an  eleva- 
tion of  temperature  is  merely  one  of  the  manifestations  of  the 
agitation  which  ensues.  The  alarming  rate  at  which  the  mis- 
chievous schizophyte  reproduces  its  own  image,  necessitates,  while 
other  circumstances  remain  favourable,  a  progressive  increase  of 
such  phenomena  at  a  rate  of  compound  interest. 

As  the  scientific — and,  indeed,  the  lay  public  as  well — have 
heard  a  good  deal  of  the  vices  of  the  bacterial  brotherhood — which 
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were  repeated  even  to  some  degree  of  monotony— many  felt  rather 
refreshed  on  hearing  of  the  probability  that  a  new  scapegoat  was 
to  be  famished. 

The  activity  of  the  minute  vegetable  parasites  in  the  animal 
body  appears  to  lead  to  the  formation  of— or,  at  least,  to  be  acoom* 
panied  by— the  presence  of  ptofiiam^f^— perhaps  excrementitions 
products.  Still,  ba:cteriologi8ts  have  not  been  able  to  satisfy  them- 
selves that  the  oocorrence  of  such  bodies  is  constant,  although  the 
hypothesis  has  been  confidently  advanced  by  some  that  all  the  un- 
pleasant constitutional  symptoms  are  due  to  their  presence. 

Still  more  recently  a  new  group  of  claimants  to  the  conspicuous 
position  of  sole  disease  ^producers  has  been  brought  to  light  by 
advancing  chemical  research.  These  junior  pretenders  have  been 
baptised  with  the  generic  name  of  leucamainesj  and  their  powers 
are  referred  solely  to  their  chemical  properties.  The  full  admission 
of  their  claims,  as  placed  in  this  manner  before  the  scientific  public, 
would  involve  complete  exclusion  of  the  microbes  from  the  rights 
and  privileges  which  have  been  for  some  years  so  freely  conceded 
to  them.  On  this  very  comprehensive  question  I  could  not  even 
venture  to  express  an  opinion.  To  those  who  wish  to  come  to  any 
conclusion  respecting  the  life  and  labours  of  the  haclerivmj  the 
micrococcus^  the  apirUlwn^  and  the  vibrio^  the  nature  and  scope  of 
their  operations  in  the  past,  and  their  probable  achievements  in 
the  future,  I  would  merely  say,  Are  they  not  all  written  in  the 
Book  of  the  Chronicles  of  the  Surgical  Section  of  the  Academy  of 
Medicine  in  Ireland  ? 

Of  the  precise  pathological  significance  of  the  presence  of  any 
of  these  minute  parasitic  growths  I  know  simply  nothing,  and  I 
can  only  console  myself  for  my  ignorance  by  reflecting  that  many 
practitioners  who  have  attained  to  high  eminence  in  the  public 
esteem  know  a  great  deal  less  than  even  that,  if  their  written  and 
spoken  communications  can  be  accepted  as  a  reliable  index  of  the 
state  of  their  opinions. 

And  here  I  may  notice  how  extremely  modified  are  the  circum- 
stances and  conditions  of  chemical  changes  within  the  animal  body, 
as  contrasted  with  the  corresponding  processes  when  artificially 
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produced  outside  the  system.  It  is  well  known  to  the  physio! 
chemist  that  mpid  oonjagetion  of  beosoic  acid  with  glyoocine  takes 
pkoe  in  the  human  body  at  the  ordinary  temperature,  when  the 
fonner  substance  has  been  introduced  into  the  alimentary  canaL 
In  the  chemical  laboratory  a  temperature  of  160^  G.  (820^  F.)»  with 
the  expenditure  of  a  good  deal  of  manipulatlTe  skill  and  trouble, 
are  necessary  to  bring  about  the  corresponding  result  The  in- 
fluence of  the  chemico-yitai  forces — and  I  Tentnre  to  express  my 
belief  in  such,  although  it  is  the  fashion  with  the  advanced 
scientist  of  the  present  day  to  ignore  them— will  perhaps  account 
for  this,  and  for  many  other  mysterious  phenomena  of  physiological 
chemistry.  May  they  not  inhibit  the  formation  of  fibrin  within 
the  healthy  living  blood-vesseb  ?  May  they  not  inhibit  the  coagu- 
lation of  albumens  at  paradoxically  high  temperatures,  of  which 
our  President,  had,  I  believe,  some  years  ago  a  very  remarkable 
example  under  his  care,  and  whoee  existence  has  been,  to  my 
mind,  very  nnsatisfactmily  explained  by  attributing  ingenious 
powers  of  physical  experimentation,  or  rather  of  physicsl  con- 
juring, to  utterly  uneducated  patients? 

These  considerations,  however,  invdve  a  digression  from  the 
subject  more  immediately  before  me,  so  I  will  return  to  an  exami- 
nation of  the  nervous  influences  concerned  in  the  development  of 
fever-heaL 

The  experiments  of  Aronsohn  and  Sachs  have  demonstrated  that 
stimulation  of  a  limited  area  within  the  medial  portion  of  the 
corpus  striatum-*situated  near  the  twdus  cunoriua  of  Nothnagd— 
causes  an  immediate  rise  of  temperature  in  the  muscles ;  with  a 
corresponding  elevation  in  the  rectum,  and  also  upon  the  surface. 
This  artificial  fever  was  accompanied  by  increased  consumption  of 
oxygen,  and  increased  elimination  of  carbonic  acid  and  of  urea ; 
the  respective  amount  of  the  quantities  being  about  equal  to  what 
would  have  been  produced  by  ordinary  fever  of  corresponding 
intensity.  No  motor,  and  apparently  no  vaso-motor  phenomena 
accompanied  these  remarkable  results ;  and  the  obvious  deduction 
was  made  that  in  this  region  we  have  a  veritable  tkermogenic  centre. 

Again,  section  of  the  spinal  cord  high  up  in  the  neck  has  been 
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followed  bj  various  and  not  always  very  intelligible  effects  on  the 
temperature  of  the  organism*  But  when  the  section  is  made  at 
the  junction  of  pons  with  medulla,  we  have  the  constant  result  of 
increased  evolution  of  heat.  Stimulation  in  the  same  situation  is 
found  to  be  followed  by  a  decided  diminution  of  heat-production. 
These  experimental  facts  point  clearly  to  the  existence  of  inhibitory 
fibres  in  that  situation,  and  a  regvlating  or  Ihermotaxic  centre,  from 
which  they  are  derived. 

Sixteen  years  ago  Lieberm^ter  explained  the  heat-regulation 
of  the  animal  body  by  the  existence  of  two  such  reflex  centres — an 
exdtor  and  a  moderator — ^both  located  in  the  intracranial  portion  of 
the  cerebro-spinal  axis,  and  whose  influences,  during  the  healthy 
state  of  the  body,  accurately  balanced  one  another.  In  the  present 
year  Dr.  Macalister  formulates  the  state  of  our  hypothetical  know- 
ledge of  the  subject  as  follows: — ''The  thermogenic  tonus  of  a 
resting  muscle  is  dependent  on  a  balance  between  the  nervous 
impulses  subserving  anabolism  and  those  subserving  catabolism  of 
thermogen."  '^  Thermogenic  tonM**  here  expresses  the  healthy  equi- 
librium between  heat-production  and  heat-loss;  ^^ anabolism"  and 
'<  eataboUam"  in  Cambridge  nomenclature,  signify  upbuilding  and 
unbuilding  (or  construction  and  destruction )  respectively ;  ther- 
mogen  is  the  convenient  term  eoined  by  the  writer  to  denote  the 
heat-producing  (thermogenic)  stuff  of  a  muscle  as  distinguished 
from  the  contractile,  and  whose  existence  as  a  separate  entity  he 
has  demonstrated  by  the  experiments  above  referred  to.  This 
author  comes  to  the  conclusion  that  the  thermal  nervous  system 
includes  three  parts :  a  thermogenic^  or  producing ;  a  thermotaxiCj  or 
adjusting;  and  a  thermolytic^  or  discharging  mechanism.  More 
extended  experimental  investigation  is  necessary  before  a  flnal 
opinion  can  be  arrived  at,  but  the  balance  of  e\ddence  at  present 
before  us  entirely  favours  Dr.  Macalister's  views. 

In  the  ascending  scale  of  evolution,  our  thermotaxic  centre  is 
the  last  to  be  developed.  In  cold-blooded  animals  it  is  non- 
existent. In  the  young  mammal  (in  the  human  infant,  for  instance) 
it  is  unable  to  assert  its  influence ;  and,  accordingly,  the  instability 
of  temperature  is  its  main  characteristic  at  this  period  of  our 
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existence.  Its  action  is  certainly  reflex,  and,  accordingly,  its  position 
and  connections  would  be  accurately  represented  in  schematic  form 
by  the  diagram  before  us.  Besides  being  latest  of  our  thermal 
centres  in  growth,  its  influence  is  more  easily  disturbed  than  is 
that  of  the  others.  Its  functions  are  early  thrown  into  complete 
abeyance  by  the  vaso-motor  and  nutritional  changes  we  have  been 
considering ;  and  we  have  thus  explained  one  of  the  most  prominent 
features  of  febrile  temperature— the  readiness  by  which  it  is 
affected  by  dight  disturbing  causes. 

Let  us  now  return  to  the  nutritional  disturbances  first  set 
a-going  by  the  passage  into  the  circulation  of  the  products  of 
excessive  muscular  disintegration.  We  have  seen  how  the«e 
products  first  stimulate  and  afterwards  paralyse  the  vaso-motur 
centre. 

The  imperial  nervous  centre,  when  thus  paralysed,  is  unable  to 
retain  its  influence  over  the  local  and  subsidiary  centres  which 
more  immediately  regulate  the  chemico-vital  processes  that  are 
continually  going  forward  in  the  muscular  tissues.  The  latter 
centres  themselves  suffer  by  a  corresponding  exhausting  influence. 
The  graduated  series  of  bonds  which  had  connected  the  various 
molecular  groups  with  the  central  governing  mechanism  are  broken 
or  rendered  temporarily  ineffective.  Home  Role  being  thus  estab* 
lished  among  the  muscular  municipalities,  high  jinks  immediately 
commence.  The  individual  molecules,  previously  vibmting  within 
a  limited  range,  and  with  a  moderate  via  vtvo,  begin  to  oscillate 
with  increased  rapidity ;  and  in  endeavouring  to  increase  the  range 
of  their  movements,  they  collide  against  their  equally  ambitious 
neighbours  with  increased  momentum-*in  fact,  every  increase  of 
temperature  above  the  normal  level  sets  up  an  agitation  for  expansion 
of  the  territory  claimed  by  each  member  of  the  community.  The 
question  of  eviction  or  of  **  landgrabbing  "  can  hardly  here  be  raised, 
as  all  the  individuals  of  the  commonwealth  possess  a  social  and 
political  value  exactly  equal,  and  conspiracies  and  ^'  leaguing  **  of 
every  kind  are  unknown,  for  each  individual  is  equally  attracted 
in  all  directions  by  his  surrounding  neighbours,  with  the  necessary 
result  that  he  is  unable  to  bind  himself  to  any. 
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So  long  as  the  source  of  heat  is  supplied  the  molecular  agitation 
\i9A  no  natural  tendency  to  come  to  rest. 

Modern  researches  on  the  phenomena  of  thermo-chemistry,  and 
on  the  precise  relations  between  energy,  heat,  and  chemical  change, 
have  helped  to  throw  additional  side-lights  on  these  complicated 
molecular  changes.  The  initial  impetus  in  these  laborious  investi- 
gations is  chiefly  due  to  the  enthusiasm  of  Berthelot,  and  they 
have  been  extended  in  nearly  every  available  direction  by  the 
admirable  researches  of  Thomsen.  Berthelot's  conclusions  on  the 
connection  between  thermal  manifestations  and  chemical  change 
led  him  to  formulate  his  celebrated  ^Maw  of  maximum  work"  in 
these  terms :— '*  Every  chemical  change  accomplished  without  the 
addition  of  energy  from  without  tends  to  the  formation  of  that 
body  or  system  of  bodies  the  production  of  which  is  accompanied 
by  the  evolution  of  the  maximum  quantity  of  heat.**  AIsa  in  its 
correlated  form  as  the  ^'theorem  of  the  necessity  of  reactions,'' 
thus :— "  Every  chemical  change  which  can  be  accomplished  with- 
out the  aid  of  a  preliminary  action  or  the  addition  of  energy  from 
without  the  system,  necessarily  occurs  if  it  is  accompanied  by  dis- 
engagement of  beat"  The  law  of  maximum  work  has  been  rather 
roughly  handled  by  recent  critics,  yet  it  is  still  upheld  in  forms 
more  or  less  modified  by  many  of  the  moat  eminent  chemists ;  and 
even  our  most  recent  English  authority,  Pattison  Mnir,  although 
by  no  means  ready  to  acknowledge  the  authority  of  the  law  in  all 
its  necessary  consequences,  acknowledges  that  '*  when  the  physical 
conditions  of  comparable  chemical  processes  are  kept  as  nearly  as 
possible  constant,  the  process  which  involves  the  maximum  produc- 
tion of  heat  very  frequently  occurs  in  preference  to  the  other 
possible  processes,  or  occurs  to  a  considerably  greater  extent  than 
any  of  those  other  processes." 

The  most  indefatigable  of  all  workers  in  the  domain  of  thermo- 
chemistry— ^Thomsen — ^has  stated  the  law  of  maximum  work  in 
the  following  form  :«- 

<<  Every  simple  or  complex  reaction  of  a  purely  chemical  kind  is 
accompanied  by  evolution  of  heat."  In  explanation  of  this  phraseo- 
logy, he  tells  us  that  by  a  reaction  of  a  purely  chemical  kind,  he 
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understands  one  which  '*  proceeds  without  the  expenditure  of 
external  energy,  and  is  accomplished  only  through  the  striving  of 
the  atoms  towards  more  stable  equilibrium.  The  occurrence  and 
nature  of  the  reaction  depend  chiefly,  according  to  the  writer,  on 
(1)  the  strivingof  the  atoms  of  the  reacting  bodies  towards  stable 
equilibrium ;  (2)  the  pesistance  of  the  molecules  to  decomposition ; 
and  (3)  the  stability  of  the  possible  products  at  the  temperature 
produced  by  the  reaction.  The  greater  the  molecular  mobility  and 
the  atomic  mobility  of  a  given  chemical  system,  the  more  ready 
will  that  system  be  to  undergo  change ;  and  the  less  the  moleculnr 
and  atomic  mobilities  the  more  stable  the  system.  In  every  purely 
chemical  reaction  these  two  will  tend  towards  a  minimum.  The 
reduction  of  molecular  and  atomic  mobility  will  be  attended  by 
evolution  of  heat.  In  other  words,  all  the  thermal  manifestations 
of  purely  chemical  origin  are  examples  of  the  degradation  of  energy 
which  Sir  William  Thomson  tells  us  is  going  on  throughout  the 
length  and  breadth  of  the  universe,  and  which,  according  to  him, 
must  go  on  progressing  till  a  uniform  dead  level  of  temperature 
has  been  established  in  all  regions  of  space. 

In  summaiising  my  conclusions,  then,  I  would  say  that  if  I 
have  read  aright  the  clinical  history  of  the  class  of  cases  to  which  I 
have  now  called  the  attention  of  the  Medical  Section,  their  essential 
feature  is  the  presence  in  the  circulation  of  a  large  excess  of  the 
chemical  products  of  muscular  waste,  rapidly  leading  to  an  overthrow 
of  the  governing  powers  of  the  thermotaxic  nerve  centre.  Under 
favourable  circumstances  the  elimination  of  such  effete  material 
from  the  system  would  be  soon  followed  by  restoration  of  its 
adjusting  function.  When  the  elimination  has,  however,  been  lono* 
retarded,  this  centre,  which,  as  we  have  already  seen,  always  is  in 
the  febrile  state,  the  first  to  lose,  and  the  last  to  regain  its  authority, 
will  be  found  to  have  permanently  abdicated  its  claims,  and  the 
anarchic  condition  remains,  during  which  all  the  physical  enemies 
of  life  are  permitted  to  go  on  sapping  its  powers. 

With  regard  to  the  treatment  of  such  a  febrile  condition  as  the 
one  we  have  been  considering,  some  further  remarks  may  be  found 
suggestive.    Authorities  on  the  subject  of  ephemeral  fevers  are 
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fairlj  unanimous  in  telling  us  that  for  such  conditions  no  specific 
treatment  is  necessary.  The  earlj  administration  of  a  purge,  fol- 
lowed by  saline  diaphoretics  and  diuretics,  with  ordinary  remedies 
for  any  other  troublesome  symptoms,  such  as  headache  or  sleepless- 
ness— are  all  that  we  usually  hear  recommended. 

To  anyone  who  has  noticed  the  minor  symptoms  of  simple  febrile 
conditions  with  the  attention  which  they  deserve  but  do  not  always 
receive,  the  extreme  gratification  produced  by  small  quantities  of 
moderately  acid  drinks  will  be  very  familiar.    I  suppose  it  is  on  this 
account  that  physicians  are  so  much  in  the  habit  of  prescribing  for 
administration  on  a  considerable  scale  dilute  solutions  of  the  mineral 
acids.  Grapes,  lemons,  and  some  other  fruits  form  convenient  veh icles 
for  administration  of  certain  organic  acids,  and  are  very  acceptable 
to  the  patient.    They  cannot  be  so  conveniently  made  the  basis  of  an 
orthodox  prescription,  and  perhaps  for  that  reason,  among  others, 
are  regarded  with  more  favour  by  the  patient,  and  perhaps  by  his 
nurse,  than  by  the  visiting  physician.     Yet  I  believe  that  they  are 
sound  therapeutic  agents,  and  that  the  taste  which  fever  patients 
so  usually  display  for  these  things  is  a  truly  conservative  provision 
of  nature.     I  have  elsewhere  within  the  present  year  endeavoured 
to  call  the  attention  of  the  profession  to  the  importance  of  the  use 
of  some  organic  acids  in  promoting  the  elimination  from  the  system 
of  urates  and  other  products  of  excessive  or  of  perverted  tissue- 
change.     The  power  which  certain  organic  bodies  have  of  retaining 
in  solution  compounds  otherwise  easily  precipitable  is  utilised  ia 
several  Pharmacopoeial  preparations,  and  is  indeed  often  a  source 
of  annoyance  to  the  analytical  chemist  whose  manual  labour  it 
increases  very  considerably.     The  preparation  of  the  Liq.  bismuthi 
et  ammonii  citratis  exemplifies  the  utilisation  of  such  property 
possessed  by  the  acid  of  lemon  juice,  while  the  well-known  test 
solution  of  Fehling  shows  a  corresponding  property  of  the  principal 
acid  of  the  grape.     That  the  introduction  of  these  acids  or  their 
soluble  salts  into  the  animal  economy  determines  the  solution  and 
consequent  elimination  of  the  deleterious  products  above  referred 
to,  there  can  be  no  doubt  whatever,  and  I  would  accordingly  venture 
to  recommend  their  systematic  administration  in  cases  where  the 
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system   is  sarcharged  with  waste  material.     The  usefulness  of  a 
saline   purge  is  unquestioned.     Its  efficacy  is  appreciated  by  the 
labouring  poor  themselves,  and  it  is  usually  administered  in  the 
shape  of  enormous  doses  of  Epsom,  or  (still  better,  because  cheaper) 
of    Grlauber's  salts.     Up  to  half  a  pound  of  the  latter  is  often 
administered  to  a  strong  country  labourer.     The  great  adjunct  to 
this  treatment  in  former  days  was  to  utilise  the  services  of  the 
country  bleeder;  and  the  wise  woman  of  the  district,  whose  authority 
I  have  so  frequently  quoted,  lays  the  blame  of  the  death  of  some  of 
the  most  promising  ''  boys"  in  her  neighbourhood  on  the  authori- 
ties who  have  made  this  remedy  unattainable,  even  rather  than  on 
the  dispensary  doctor,  who,  according  to  her  account,  knows  nothing 
about  it,  or  will  not  employ  the  treatment  she  suggests.     The 
adoption  of  such  a  remedy  now  possesses,  of  course,  but  a  historic 
interest. 

To  the  use  of  the  mineral  acids  I  would  object,  that  although 
their  administration  affords  a  momentary  relief  by  lessening  the 
thirst  from  which  the  patient  suffers,  their  ultimate  effect  on  the 
tissues  and  circulation  is  to  aggravate  the  existing  mischief  by 
'  setting  free  the  uric  acid  from  its  compounds.     The  organic  acids, 
on  the  other  hand,  whose  uses  I  advocate,  have  the  effect— with  or 
without  chemical  change— of  determining  the  solution  of  the  dele- 
terious organic  compounds  present  in  the  fluids  of  the  body,  and  so 
promoting  their  ready  elimination  from  the  system. 

With  regard  to  the  treatment  of  the  chronic  stages  of  the  condi- 
tion I  have  described,  I  would  expect  the  best  results  from  a 
carefully-regulated  diet,  with  the  internal  use  of  quinine  and 
salicylic  acid,  as  antipyretic  remedies.  Change  of  air,  especially  to 
the  seaside,  would  be  very  desirable,  but  in  the  great  majority  of 
the  cases  I  am  now  dealing  with  this  is  quite  unattainable. 

In  drawing  to  the  dose  of  my  communication,  I  wish  to  thank 
my  audience  for  the  patience  with  which  they  have  listened  to 
what  I  have  had  to  say,  and  to  express  my  hope  that  the  attention 
of  wiser  and  more  experienced  heads  than  mine  may  soon  throw 
additional  light  on  the  somewhat  complicated  questions  which  I 
have  thus  crudely  broached. 
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[Bead  in  the  Section  of  Surgeiy,  Noyember  11,  1887.] 

'  •  « 

The  case  which  I  ventore  to  bring  under  the  notice  of  the  Profes- 
sion is,  I  think,  one  of  considerable  interest,  not  only  on  account 
of  its  comparative  rarity  and  of  the  success  of  the  operation,  but 
also  because  of  certain  points  which  arose  in  connection  with  it 
which  have  not  been  present  in  similar  cases. 

The  disease  for  which  the  operation  is  done  is  not  uncommon, 
but  the  operation  which  I  performed  is  not  frequently  resorted  to. 
For  these  reasons,  therefore,  I  bring  under  your  notice  the  notes 
•of  the  case : — 

Private  H.  Burbeclc,  IfSi  Batt.,  Tlst  H.L.I.,  was  admitted  to  the 
Station  Hospital,  Beggarsbusb,  on  March  8 0th,  1885.  He  was  a 
strong-looking  man,  aged  nineteen,  and  had  1^  jears'  service. 
About  ten  years  previously  he  had  suffered  from  scarlatina,  and 
had  then  a  discharge  from  his  ear,  which  had  continued  ever  since. 
Some  six  or  seven  weeks  before  his  admission  he  had  got  pain  in 
the  ear,  and  pain  and  considerable  tenderness  over  the  mastoid 
process.'  The  immediate  cause  of  his  going  sick  was  the  increased 
difficulty  in  hearing,  as  on  the  night  previous  to  his  coming  to 
hospital  he  had  been  three  times  challenged  by  the  sentry,  and 
became  aware  of  it  only  when  he  saw  the  lamp  over  the  barrack- 
gate  shine  on  the  bayonet  as  it  was  brought  to  the  charge. 

Having  tried  various  injections,  all  of  which  failed  to  be  of  the 
least  use,  and  having  ascertained  by  the  use  of  a  speculum  that 
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there  was  a  perforated  condition  of  the  membrana  tympani,  I 
resolved  to  trephine  the  mastoid  region  to  allow  the  discharge  free 
vent.  Accordingly,  on  the  18th  of  April  I  had  the  patient  put 
under  the  influence  of  ether  by  my  friend,  Mr.  Middleton — Mr. 
Wheeler,  Surgeon-General  J.  J.  Thompson,  Principal  Medical 
Officer,  Dublin  District,  Dr.  Harley,  and  Dr.  Haddon,  also  being 
present.  A  crucial  incision  having  been  made  behind  the  left  ear, 
with  the  centre  opposite  the  external  auditory  meatus,  the  perios- 
teum was  divided  and  reflected ;  the  crown  of  a  small  trephine  was 
placed  on  the  bone  in  such  a  position  that  the  whole  of  the  trephine 
was  anterior  to  a  vertical  line  bisecting  the  mastoid  process,  and  the 
lower  border  on  a  level  with  the  external  auditory  meatus.  The 
bone  was  then  cautiously  cut  through  down  to  the  dura  mater,  and 
the  piece  removed  by  means  of  an  elevator.  When  the  trephine 
had  penetrated  to  about  half  the  thickness  of  the  skull  there  was 
some  haemorrhage,  which  was  arrested  by  pressing  a  bit  of  lint 
into  the  wound  for  a  moment  or  two.  On  removing  the  piece  of 
bone  the  dura  mater  was  plainly  visible,  and  the  wound  was  then 
plugged  with  dry  lint,  the  skin  wound  being  left  open  and  a  hot 
fomentation  applied  over  it ;  the  patient  was  then  removed  to  bed. 
The  portion  of  bone  removed  had  a  softened  inner  surface. 

The  patient  had  an  evening  temperature  of  99^  F. ;  pulse,  80. 
He  was  put  on  two  pints  of  beef -tea,  and  four  pints  of  milk.  On 
the  next  morning  (April  19)  his  temperature  was  100^  F. ;  pulse, 
80.  He  had  slept  for  four  hours.  There  was  no  pain  or  head- 
ache, only  the  soreness  of  the  external  wound  giving  him  any 
trouble.  The  plugs  were  changed,  and  pus  flowed  from  the  wound. 
Evening  temperature,  98*8^ ;  pulse,  76.  He  had  some  sleep  during 
the  day. 

20th. — Morning  temperature,  98*4 <*;  pulse,  76a  No  pain,  but 
did  not  sleep.     Evening  temperature,  98*4^ ;  pulse,  80. 

21st. — ^Morning  temperature,  98*4^;  pulse,  76.  On  this  day  I 
handed  over  the  case  to  Surgeon-Major  Charlton,  who  took  over 
charge  of  the  Hospital,  and  to  him  I  am  indebted  for  the  notes  of 
the  case  from  that  date.  I,  of  course,  saw  the  man  with  him 
frequently. 

25th.^Slept  fairly  last  night  after  taking  a  draught  containing 
chloral  hyd.,  15  gr. ;  liq.  opii  sed.,  20lTl ;  potass,  brom.,  15  gr. 
Case  doing  well ;  wound  healthy.     Hot  fomentation. 

27th. — Progressing  satisfactorily ;  stupes  continued ;  ordered  10 
grs.  pulv.  ipecac,  co. 
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May  3. — Wound  filling  up ;  no  pain ;  continued  stupes ;  ordered 
chop. 

May  15.— Some  pus  coming  from  the  external  auditory  meatus, 
which  was  found  to  proceed  from  an  abscess  in  the  pinna,  opening 
close  to  the  external  meatus.  This  was  incised,  and  the  matter 
evacuated ;  some  threads  of  silk  put  through  to  act  as  a  drainage 
tube. 

May  24th. — Some  discharge  going  on  from  the  external  abscess  ; 
stupes  discontinued. 

June  2nd. — ^The  abscess  having  re -filled,  was  opened  more  freely, 
and  fomentations  again  put  on. 

June  8th. — Case  has  progressed  most  satisfactorily ;  no  discharge 
from  ear  for  some  time ;  trephine  wound  closing  rapidly. 

23rd. — Slight  discharge  from  track  of  abscess;  syringed  with 
sol.  chlor.  zinc,  and  blew  iodoform  in. 

29th. — No  discharge ;  hearing  greatly  improved. 

I  saw  the  patient  a  few  days  before  he  went  on  sick  furlough, 
when  all  discharge  had  ceased,  and  the  hearing  was  almost  as  good 
as  in  the  sound  ear.  Some  months  after  this  he  was  examined  at 
Belfast  by  the  medical  officer  in  charge,  and  also  by  the  principal 
medical  officer  of  the  district,  for  a  draft  going  to  the  other 
battalion  in  India,  and  he  was  passed  by  them  as  fit  for  service  in 
that  country. 

That  some  operative  measure  should  be  adopted  in  cases  of  pro- 
tracted discharge  from  the  ear,  which  is  not  amenable  to  milder 
treatments,  and  which  is  accompanied  by  perforation  of  the  mem- 
brana  tympani,  with,  or  even  without,  pain  and  tenderness  over  the 
mastoid  region,  is,  I  think,  certain ;  and  this  idea  was  impressed  on 
ray  mind  very  forcibly  by  the  fact  that  I  saw  two  of  these  cases  not 
operated  on  die  with  symptoms  of  compression,  and  that,  too,  quite 
suddenly,  only  a  very  few  hours  having  elapsed  between  the  first 
symptoms  of  pressure  and  the  fatal  termination  I  have  endeavoured 
to  collect  as  many  of  these  cases  as  possible,  with  the  various 
operations  that  have  been  done  on  them,  with  a  view  of  determining 
which  of  these  operations  is  the  most  satisfactory.  We  may  divide 
the  operations  into  three  classes  for  convenience  of  comparison : — 
First,  the  operation  which  was  done  in  this  case  on  the  lines  set 
forth  by  Mr.  Wheeler;   secondly,  the  operations  of  opening  the 
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mastoid  cells  by  drill,  gonge,  chisel  or  bit ;  and  thirdly,  those  resorted 
to  by  A.  £.  Barker,  Hulke  and  Edmunds,  and  which  consist  of  two 
distinct  operations — gouging  the  mastoid  down  to  the  cells,  and 
afterwards  trephining  the  skull  at  a  point  one  and  a  quarter  inches 
behind,  and  one  and  a  quarter  inches  above  the  external  auditory 
meatus,  which  corresponded  to  the  inferior  posterior  angle  of  the 
parietal  bone,  close  to  the  squamosal  suture  (Barker's  Case); 
trephining  1  cm.  above  the  auditory  meatus  (Hulke*s  first  case) ; 
gouging  the  mastoid  down  to  the  cells,  and  then  trephining  the 
skull  2  cms.  behind  and  inward  of  the  mastoid  process,  the  crown 
of  the  trephine  encroaching  on  the  inferior  curved  line  (Hulke's 
Cases,  2  and  3) ;  and  trephining  three  quarters  of  an  inch  behind 
the  meatus,  avoiding  tlie  mastoid  cells  (Edmund's  Case). 

Of  these  operations  opening  the  mastoid  cells  was  suggested  by 
Riolan  (1649).  Valsalva,  in  1704,  caused  fluid  to  permeate  to  the 
middle  ear  by  trephining  in  a  case  of  otitis,  with  a  sinus  behind  the 
auricle.  Rolfink,  in  1656,  pierced  the  mastoid  process  for  deafness 
and  singing  in  the  ear.  Hartmann  advised  the  operation  in  cases 
of  caries,  with  accumulation  of  pus  in  mastoid  cells.  In  1724, 
J.  L.  Petit  performed  the  operation  with  a  chisel;  his  case  was 
successful.  After  this  the  operation,  having  become  known,  was 
practised  in  an  indiscriminate  manner  as  a  general  cure  for  deaf- 
ness, and  was  looked  on  as  safe  until  the  death  of  Dr.  von  Berger, 
of  Copenhagen,  in  whose  case  it  was  performed  as  a  cure  for  deaf- 
ness with  painful  singing  in  the  ears,  showed  the  contrary,  and  the 
operation  fell  into  disuse — all  the  specialists  and  most  surgeons 
(notably  Dieffenbach)  reprobating  it.  Forget  1849,  and  Follin, 
1859,  again  called  the  attention  of  the  profession  by  publishing; 
one  or  two  successful  cases ;  but  it  was  the  paper  written  by  von 
Troltsch,  in  1861,  making  mention  of  successful  cases  by  Jasser, 
Fielitz,  Weber,  Forget,  Follin,  and  himself,  but  not  mentioning 
any  of  the  fatal  ones,  except  that  of  von  Berger,  that  brought  the 
operation  into  note. 

Professor  Schwartze,  in  a  paper  read  at  the  International  Medical 
Congress,  in  1884,  at  Copenhagen,  says  that,  in  spite  of  von 
Troltsch's  paper,  the  operation  was  confined  to  individual  cases. 
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which  were  mostly  resultless.  Looking  at  more  recent  statistics, 
the  operation  would  not  seem  so  favourable  as  represented  by  von 
Troltsch.  Of  fifteen  cases  published  by  Kilham,  Dalby  (2), 
Lippincott,  Strawbridge  (3),  Simon  Snell,  Meyer  (3),  Kapp,  Pomeroy, 
Beard,  and  Henry  Morris — i  died,  or  nearly  27  per  cent.  Ashhurst 
mentions,  as  one  of  the  dangers  of  making  Wilde's  incbion,  the 
formation  of  a  false  aneurysm  on  the  posterior  auricular  artery  if  the 
cut  is  not  made  far  enough  back,  and  states  that  this  had  occurred 
in  his  own  hands,  and  also  m  a  case  recorded  by  Eapp. 

I  next  come  to  examine  the  operations  as  described  by  Mr.  Barker 
and  Mr.  Hulke.  Of  the  four  cases  on  record,  three  have  terminated 
fatally,  or  5  5  per  cent. — ^an  alarming  mortality  for  any  operation, 
but  to  be  accounted  for  in  part,  at  any  rate,  by  the  fact  that,  in 
three  of  the  cases,  a  double  operation  was  done  ;  first  the  gouging 
operation,  which,  of  itself,  has  a  mortality  of  27  per  cent.,  and 
afterwards  trephining  the  ^uU,  with  whatever  danger  attaches  to 
it. 

The  operation  on  the  lines  laid  down  by  Mr.  Wheeler — that  is, 
placing  the  trephine  so  that  the  whole  of  its  crown  is  anterior  to  a 
vertical  line  bisecting  the  mastoid  process,  and  its  lower  border,  on 
a  level  with  the  external  auditory  meatus,  and  perforating  the  bone 
down  to  the  dura  mater,  opening  the  mastoid  cells,  the  middle  ear, 
and  cranial  cavity  at  one  operation,  and  enabling  the  operator  to 
reach  the  temporo-sphenoidal  lobe  by  the  most  easy  method — seems 
to  be  the  most  successful.  Fifteen  cases  are  on  record — seven  by 
Mr.  Wheeler,  one  by  Mr  Fitzgibbon,  one  by  a  surgeon  in  Wicklow, 
two  by  Langdon,  one  by  Victor  Horsley,  one  by  Truckenbrood,  and 
the  present  case.  Of  these,  Langdon's  cases  died,  the  rest  recovered, 
or  thirteen  recoveries  out  of  fifteen  cases,  or  only  13*8  per  cent,  of 
deaths.  On  the  other  hand,  all  the  cases  I  have  seen  published, 
eight  in  number,  in  which  no  operation  has  been  attempted,  have 
terminated  fatally.  From  all  these  considerations  taken  together, 
I  have  come  to  the  conclusion  that  the  operation  with  the  trephine, 
in  this  particular  position,  is  the  most  favourable,  and  that  it  should 
be  resorted  to  in  all  cases  where  caries  of  the  bone  is  diagnosed,  or 
where  an  abscess  in  the  temporo-sphenoidal  lobe  is  suspected,  in 
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prolonged  and  intractable  otorrhoea,  with  perforation  of  the  mem- 
brane, or  where  there  is  pain  and  tenderness  over  the  mastoid  process. 
Even  should  the  operator,  for  any  reason,  wish  only  to  open  the 
mastoid  cells,  it  would  be  far  better  to  do  so  with  a  trephine,  than 
with  gouge,  chisel,  bit,  or  gimlet.  All  the  latter  instruments  are 
unhandy  and  dangerous,  as  it  is  difficult  to  tell  how  far  any  of  them 
may  penetrate  through  even  sound  bone,  and,  of  course,  still  more 
difficult  in  the  case  of  carious  diploe.  Schwartze,  the  greatest 
advocate  of  this  instrument,  seems  to  fear  it,  as  he  is  careful  to  warn 
the  operator  to  place  his  finger  close  to  the  point,  to  guard  it  from 
plunging  suddenly  into  the  diseased  structure ;  Ashhurst  also  notes 
this  danger. 

The  hammer  and  chisel  are  still  more  unscientific ;  if  the  chisel  be 
used  the  hammer  is  quite  unnecessary.  The  trephine  is  manage- 
able, and  there  is  no  danger  of  sudden  penetration,  as  the  bone 
is  cut  by  friction  and  not  by  force.  With  regard  to  the  size  of 
the  instrument  used,  Mr.  Wheelers  first  case  was  done  with  a 
large  trephine  about  18  mm.  diameter;  but  his  later  ones  and 
my  own  case  were  done  with  a  much  smaller  instrument — about 
15  mnu — and  this  was  found  to  answer  the  purpose  equally  well; 
the  peculiar  points  in  connection  with  my  own  case  being  the 
haemorrhage  from  a  vein — probably  the  middle  temporal  diploic — 
when  the  bone  was  about  half  cut  through,  the  abscess  forming  in 
the  pinna,  and  the  very  slight  constitutional  disturbance  following 
the  operation — the  temperature  only  on  one  occasion  going  above 
normal. 
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Br  NATHANIEL  MAYNE,  L.R.C.S. ;  L.K.Q.C.P. ; 

Surgeon  to  the  Longford  Infirmary. 
[Read  in  the  Section  of  Soxgery,  NoTember  11, 1887.] 

A.  B.,  aged  twenty- seven,  who,  about  the  middle  of  March,  had  a 
scratch  on  her  finger,  had  been  dressing  a  wound.  A  few  days 
afterwards  her  finger  got  sore,  the  arm  became  painful,  the  glands  in 
the  axilla  very  sore  and  swollen.  After  a  few  days  these  symptoms 
passed  off,  but  she  felt  languid  and  lost  her  appetite.  Her  throat 
became  sore  on  the  left  side,  the  tonsil  greatly  enlarged  and  painful. 
On  the  4th  of  April  I  opened  it,  when  a  quantity  of  pus  escaped. 
Owing  to  her  weak  state  I  ordered  her  a  mixture  of  bark  and 
ammonia. 

On  the  Idth  she  had  great  pain,  and  could  not  open  her  mouth ; 
the  parotid  gland  was  very  swollen  and  inflamed ;  ordered  poultices. 
I  went  on  the  22nd  for  the  purpose  of  opening  the  abscess,  and 
found  it  had  burst  into  the  external  ear.  On  making  pressure 
over  the  region  of  the  parotid  a  large  quantity  of  foetid  pus  welled 
up ;  poultices  continued.  On  the  2nd  April  discharge  was  greatly 
diminished ;  ordered  lin.  pot.  iod.  C.  Saponis  to  be  used  night  and 
morning. 

6th.— Discharge  diminishing;  wadding  to  be  applied  during  the 
day  instead  of  poultice. 

10th. — Discharge  ceased;  poultices  discontinued;  liniment  as 
usual ;  if  weather  fine  to  take  open-air  exercise. 

14th. — Paralysis  of  left  side  of  face,  which  I  ascribed  to  a  cold 
draught  from  sitting  at  open  window.  Counter-irritation  to  be 
applied ;  also  electricity,  which  she  strongly  objected  to. 

18th. — ^Paralysis  not  so  well  marked. 
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23 rd. — Paralysis  now  disappeared. 

27th. — ^Lancinating  pain  over  right  side  of  head,  which  she 
declares  she  cannot  bear ;  pain  not  increased  by  pressure ;  most 
intense  and  localised  posterior  to  frontal  suture ;  pulse  very  weak  ; 
want  of  sleep,  and  is  very  irritable;  ordered  anodynes,  hydrat. 
chloral,  and  brom.  pot. 

29th.— Anodyne  had  no  effect ;  slept  badly ;  pain  very  acute  ; 
complains  of  "  tears  flowing  into  right  eye,  preventing  her  seeing 
properly ;"  vision  of  right  eye  impaired,  and  pupil  contracted. 

80th. — ^Drove  into  Longford  in  a  very  easy  vehicle ;  was  very 

irritable  all  day. 

31gt, — ^Pain  very  intense;  repeated  large  doses  of  anodynes  had 
no  effect ;  very  irritable  and  cannot  sleep ;  severe  rigor  during  the 
ni^ht ;  complains  of  tingling  of  left  arm. 

2nd  May. — ^Pain  of  right  side  of  head  so  intense  she  threatens 
to  knock  it  against  mantelpiece ;  drags  the  left  leg ;  cannot  articu- 
late  properly ;  paralysis  of  right  side  of  face  ;  right  pupil  dilated  ; 
vision  of  right  eye  impaired ;  misapplies  words. 

8rd,  4th,  5th,  6th. — Seems  much  worse,  but  on  latter  day  symp- 
toms ag^avated. 

7th. — Mr.  Fitzgibbon  saw  patient,  and  suggested  trephining  of 
left  mastoid,  which  was  done  on  the  10th,  about  10  30  p.m.  No 
pus  was  found.     For  several  days  the  patient  grew  steadily  worse. 

On  the  18th  there  was  paralysis  of  sphincters.  She  continued  in 
this  state  for  several  days,  and  became  comatose. 

On  the  30th  the  paralysis  seemed  not  so  well  marked,  and  she 
was  able  to  move  her  legs;  the  coma  now  gave  place  to  noisy 
delirium,  which  continued  for  several  weeks,  during  which  time 
counter-irritants,  blisters,  and  iodide  of  mercury  were  in  constant 
use,  and  the  iodides  of  potassium  and  iron  were  given  internally 
with  cod-liver  oil,  pepsine,  and  other  tonics.  I  was  unfavourable 
to  the  mastoid  trephining,  although  the  patient  had  had  in  early 
life  otorrhcea  after  scarlatina;  but  as  the  drum  of  the  ear  was 
perfect,  and  the  discharge  had  not  been  present  for  years,  and  as 
during  that  time  she  had  not  been  troubled  with  any  brain  symp- 
toms, I  saw  no  grounds  for  believing  that  trephining  the  left 
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mastoid  would  benefit  the  case.  All  the  symptoms  pointed  to  brain 
trouble  on  the  right  side — probably  about  the  fissure  of  Rolando. 
Had  there  been  any  evidence  of  mastoid  trouble  such  as  Mr. 
Wheeler  records  on  the  61st  page,  Vol.  T.,  of  the  Academy's  Trans- 
actions, I  would  not  have  been  so  opposed  to  the  operation.  Even- 
tually health  was  restored. 


PENETRATING  WOUND  OF  THE  STOMACH  AND 
TRANSVERSE  MESO-COLON  SUCCESSFULLY 
TREATED  BY  ABDOMINAL  SECTION. 

By  CHARLES  B.  BALL,  M.D.,  Ch.M.; 

UniTenity  Examiner  in  Surgery  ;  Surgeon,  Sir  P.  Bon's  HoBpital  ; 
Fellow  and  Examiner  in  Surgery,  Royal  College  of  Surgeons  in  Ireland. 

[Read  in  the  Surgical  Section,  March  28, 1888.] 

Cases  of  penetrating  wound  of  the  abdomen,  for  the  treatment  of 
which  abdominal  section  has  been  performed,  are  of  considerable 
interest  to  the  surgeon ;  and  the  number  of  instances  in  which  this 
operation  has  been  performed,  although  it  has  increased  considerably 
during  the  past  few  years,  is  still  small ;  it  is  therefore  of  importance 
that  indiyidoal  cases  should  be  put  on  record.  This  must  be  my 
apology  for  narrating  a  single  case  that  came  under  my  care : — 

H.  R.,  a  lad  of  fifteen  years  of  age,  a  carpenter  by  trade,  was 
admitted  into  Sir  Patrick  Dun's  Hospital  on  March  29,  1887, 
immediately  after  having  stabbed  himself  in  the  abdomen  with  a 
half -inch  chisel.  The  accident  was  stated  to  have  occurred  in  the 
following  manner : — He  was  putting  the  chisel  into  a  handle,  and 
for  this  purpose  he  held  the  blade  with  both  hands,  with  the  cutting 
edge  towards  his  abdomen,  and  firmly  pressed  the  handle  against  a 
wall;  his  hands  suddenly  slipped,  and  the  chisel  perforated  his 
abdomen  about  half  way  between  the  tip  of  the  ensiform  cartilage 
and  the  umbilicus,  a  quarter  of  an  inch  to  the  right  side  of  the 
linea  alba,  the  direction  of  the  wound  being  vertical. 

Upon  his  admission  to  hospital  it  was  not  at  first  thought  that 
he  had  sustained  any  grave  internal  injury.  Collapse,  however, 
became  more  marked,  and  two  and  a  half  hours  after  the  injury 
he  vomited  part  of  the  contents  of  his  stomach  stained  with  blood. 
The  vomiting  became  frequent,  and  the  quantity  of  blood  con- 
siderable.    I  saw  him  four  hours  after  the  injury;  he  was  then 
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profoundly  collapsed ;  he  vomited  blood  at  frequent  intervals,  and 
at  each  effort  to  vomit,  a  stream  of  blood  spurted  out  at  the  abdo- 
minal wound.  The  whole  abdomen  was  dull  upon  percussion, 
apparently  due  to  the  peritoneum  being  filled  with  blood ;  it  was 
evident  that  some  large  abdominal  vessel  had  been  perforated,  and 
also  some  of  the  hoUow  viscera,  and  that  unless  the  bleeding  could 
be  stopped  the  boy  would  die  in  a  very  short  time.  I  therefore 
decided  upon  opening  the  abdomen  immediately,  as  affording  the 
only  possible,  although  slight,  chance  of  saving  life. 

An  incision  about  three  inches  in  length  was  made  in  the  middle 
line  between  the  ensiform  cartilage  and  the  umbilicus  and  the 
chisel  wound  connected  with  it.  As  soon  as  the  peritoneum  was 
opened  a  large  quantity  of  blood  gushed  out;  a  search  for  the 
extent  of  the  internal  lesions  was  now  instituted,  and  the  stomach 
was  found  to  be  wounded.  A  clean  cut  existed  in  the  greater 
curvature,  about  half  an  inch  in  length ;  it  was  not  bleeding  to 
any  extent,  the  mucous  membrane  was  not  prolapsed,  and  none  of 
the  contents  of  the  stomach  were  found  extravasated.  Some  extra- 
vasation may,  however,  have  taken  place,  but  was  not  observed 
owing  to  the  quantity  of  blood  about.  The  wound  in  the  stomach 
was  now  sutured  up,  the  needle  being  passed  through  the  serous 
membrane  only,  after  the  method  of  Lembert,  but  the  suture  was 
a  continuous  one,  the  ends  being  knotted  together. 

As  the  bleeding  still  continued  freely,  I  looked  for  other  wounds. 
The  great  omentum  was  reflected  upwards,  and  a  systematic  searc  h 
instituted.  Upon  passing  my  finger  along  the  under-surf  ace  of  the 
transverse  meso-colon,  I  was  able  to  feel  a  wound  in  it,  and  as 
soon  as  the  blood  was  sponged  away  it  was  found  that  a  large 
vein  had  been  wounded,  and  that  it  was  bleeding  very  freely. 
With  the  assistance  of  my  colleague.  Prof.  Bennett,  this  vessel 
was  secured,  and  further  careful  search  failed  to  discover  any 
other  injuries.  The  peritoneum  was  carefully  sponged  out  and 
the  wound  closed  in  the  usual  manner;  the  patient  during  the 
performance  of  the  operation  was  greatly  collapsed,  so  much  so 
that  it  was  feared  he  would  die  on  the  table.  Shortly  after  being 
removed  to  bed  he  vomited,  but  the  ejected  matter  was  free  from 
blood.  All  food  by  the  mouth  was  absolutely  interdicted,  but  he 
was  allowed  small  pieces  of  ice  to  suck  occasionally.  He  was 
nourished  by  zyminised  meat  suppositories  and  by  nutrient  enemata, 
made  according  to  the  following  prescriptions : — 
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9.  Tinct.  opii,  IH.  x. 
PotafiSffi  bicarb.,  gr.  x. 
Liq.  pancreaticas,  3>* 
M.  Add  half  an  ounce  of  brandy,  the  yolks  of  two  eggs,  and 
cream  to  4  ounces. 

5.  Tinct.  opii,  tTl.  x. 

Acid  hydrochlor.,  dil.,  HI.  x. 
Liq.  pepticus,  3i* 
M.  Add  half  an  ounce  of  brandy,  the  whites  of  two  eggs,  and 
beef  essence  to  4  ounces.     One  of  the  above  enemata  to  be  given 
alternately  every  four  hours. 

He  passed  a  good  night,  and  the  day  following  his  pulse  was 
somewhat  stronger,  and  he  did  not  appear  to  be  quite  so  blanched. 
On  the  third  day  he  vomited  some  pieces  of  onion  quite  un- 
changed, which  he  stated  he  had  eaten  shortly  before  the  accident. 
On  the  sixth  day  he  was,  for  the  first  time,  allowed  fluid  nourish- 
ment by  the  mouth,  small  quantities  of  strained  beef-tea  being 
given  him,  and  the  day  following  milk  was  added  to  his  diet. 

On  the  9th  day  the  enemata  were  stopped,  as  he  was  able  to 
take  by  the  mouth  sufficient  fiuid  nourishment.  He  was  not  allowed 
solid  food  until  the  14th  day,  when  he  appeared  to  be  quite  con- 
valescent. His  temperature  remained  afebrile  during  the  entire 
course. 

In  the  case  that  I  have  thus  briefly  endeavoured  to  detail  there 
are  several  points  of  interest.  When  I  found  the  wound  in  the 
stomach  I  expected  that  the  chisel  had  transfixed  that  viscus,  but 
a  most  careful  search  failed  to  find  more  than  a  single  opening, 
and  yet  we  had  a  wound  of  the  transverse  meso-colon  at  a  level 
below  and  behind  the  stomach.  I  think  that  the  explanation  of 
this  fact  is,  that  the  stomach  was  incised  by  the  angle  and  not 
by  the  full  cutting  edge  of  the  chisel,  and  that  the  blade  passed 
through  the  great  omentum  between  the  stomach  and  transverse 
colon,  and  then  through  the  transverse  meso-colon  from  above. 
The  aperture  in  the  stomach  was  not  blocked  by  a  prolapse  of 
mucous  membrane  such  as  is  usually  stated  to  be  the  case  when 
any  of  the  hollow  abdominal  viscera  are  wounded ;  and  although 
it  was  free  enough  to  allow  the  escape  of  blood  from  the  general 
peritoneal  cavity  into  the  stomach,  it  did  not  permit  of  any  exten- 
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sive  extravasation  of  the  coDtents  of  that  viscus.  Another  point 
of  interest  in  the  case  was  the  way  in  which  I  was  able  to  localise 
the  lesion  of  the  transverse  meso-colon  at  the  bottom  of  a  pool  of 
blood  by  the  sense  of  touch  alone ;  as  the  finger  glided  over  the 
smooth  peritoneum  it  readily  recognised  the  cut  surface,  which 
was  gaping  somewhat. 

The  form  of  suture  employed  had  the  effect  of  completely  closing 
the  opening,  and  at  the  same  time  puckered  ap  the  peritoneum 
around  the  aperture  in  the  stomach ;  this,  I  take  it,  is  a  matter 
of  small  importance  where  the  wound  is  of  trivial  length,  but  I 
should  hesitate  to  apply  it  to  the  small  intestine  for  any  but  the 
very  smallest  wound. 

The  history  of  wounds  of  the  stomach  affords  but  few  examples 
of  recovery.  Sir  William  M'Cormac,  in  his  recent  valuable  work 
on  abdominal  section  for  the  treatment  of  intra-peritoneal  injury, 
when  speaking  of  wounds  of  the  stomach,  says: — "The  injury 
is  occ€isionally  but  very  rarely  recovered  from,  and  we  may  set 
down  the  mortality  at  99  per  cent,  where  no  operation  is  per- 
formed." 

Recovery  can  only  take  place  where  the  wound  is  extremely 
small,  and  where  no  extravasation  has  taken  place ;  or  again,  in  a 
few  very  rare  cases,  by  the  establishment  of  a  gastric  fistula,  as  in 
the  classical  case  of  Alexis  St.  Martin. 

In  these  cases  the  correct  treatment  unquestionably  is  to  perform 
abdominal  section;  if  the  wound  is  very  extensive  the  question 
may  arise  as  to  whether  it  would  not  be  better  to  stitch  the  stomach 
wound  to  the  abdominal  wall,  and  advisedly  form  a  gastric  fistula 
in  the  first  instance ;  but  most  surgeons  appear  to  prefer  closing 
the  wound  completely  and  returning  it  into  the  abdominal  cavity. 

From  the  carefully-compiled  table  of  cases  given  by  Sir  W. 
M^Cormac,  it  appears  that  laparotomy  for  stab  wound  involving 
the  stomach  has  hitherto  been  performed  twice  only — once  by 
Tiling,  of  St.  Petersburg,  in  which,  in  addition  to  the  wound  in 
the  stomach,  there  was  a  wound  one  and  a  half  inches  long  in  the 
intestines;  and  a  second  by  Wunderlich;  the  former  recovered 
but  the  latter  died.     And  in  five  cases  in  which  abdominal  section 
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was  performed  for  gnnshot  wound  of  the  fltomach,  but  one  case — 
that  recorded  by  Prof.  Kocher  of  Berne — ^recovered. 

In  mj  own  case  the  danger  which  immediately  threatened  life 
was  the  copious  bleeding  from  the  wounded  vein,  and  which  I 
have  no  doubt  must  have  proved  fatal  in  an  hour  or  two  but  for 
the  intervention  of  surgery. 


H 


TWO  FATAL  CASES  OF  FOREIGN  BODIES  IN 

THE  CESOPHAGUS. 

By  WILLIAM  THOMSON,  M.A^  F.R.C.S. ; 

Surgeon  to  the  Richmond  Hospital,  Dublin. 
[Bead  in  the  Section  of  Surgery,  December  9,  1887.] 

We  have  had  before  this  Section  some  cases  of  foreign  body  in  the 
pharynx  or  the  oesophagus,  in  which  the  operation  of  opening 
into  the  canal  from  without  has  been  performed,  and  the  offending 
objects  have  been  successfully  removed.  The  cases  which  I  have 
to  report  differ  from  those  in  that  they  were  both  fatal ;  but  the 
conditions  in  each  were  such  that  death  followed  with  great  rapidity. 
In  one  case,  however,  I  think,  we  shall  find  more  than  one  subject 
for  consideration,  and  some  lessons  that  it  may  be  well  to  bear  in 
mind. 

The  oesophagus  presents,  from  its  function  and  its  physical 
characters,  peculiar  facilities  for  obstruction  of  different  kinds. 
Carelessness  in  mastication  of  food,  the  acts  of  lunatics,  the 
desire  to  perform  astonishing  tricks,  have  each  contributed  to 
provide  the  curious  list  of  foreign  bodies  in  the  oesophagus  which 
we  can  gather  from  surgical  literature.  Thus,  the  surgeon's  help 
has  been  sought  in  such  curious  obstructing  things  as  I  may  here 
enumerate — ^lizards,  mice,  frogs,  razors,  knives  and  scissors,  ther- 
mometers, a  butcher's  hone,  padlocks,  fish-hooks,  and  a  child's 
saucer.  And  yet  this  list  only  includes  the  most  curious  ;  it  does 
include  the  more  ordinary  foreign  bodies  with  which  we  are  most 
familiar.  The  modes  of  dealing  with  these  are  sufficiently  varied, 
and  we  see  in  the  numerous  apparatus  which  have  been  devised  proof 
of  the  difficulties  which  always  surround  such  cases.  The  length 
of  the  tube,  its  collapsed  condition  except  when  permitting  the 
passage  of  some  material,  the  difficulty  of  dealing  with  a  body  at  a 
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considerable  distance  from  the  month,  when  the  surgeon  can  neither 
see  that  body  nor  feel  it  with  a  finger,  render  interference  at  all 
times  uncertain.  We  are  often  unable  to  determine  what  mischief 
has  been  done  ;  and  our  very  treatment  may  be  the  means  of 
accelerating  death  when  we  only  desiro  to  save  life. 

The  first  case  which  I  mention  is  that  of  a  labouring  man,  who 
was  at  dinner  in.  an  eating-house  near  the  hospital.  He  was 
observed  to  become  suddenly  convulsed,  to  make  efforts  to  breathe, 
and  he  speedily  fell  to  the  ground.  Carried  to  the  hospital  he  was 
found  to  be  dead  ;  and  it  was  not  very  clear  what  was  the  caase  of 
death.  But,  at  a  post-^mortem  examination,  a  large  piece  of  beef, 
partly  masticated,  was  found  wedged  into  his  pharynx  and  the 
upper  part  of  the  oesophagus.  It  weighed  just  a  quarter  of  a 
pound.  It  was  not  visible  from  the  mouth,  but  it  could  have  been 
felt  with  the  finger.  The  epiglottis  was  tightly  closed,  and  the 
patient  was  fdmply  suffocated. 

Here  was  a  case  in  which  a  timely  interference  could  have  saved 
life,  for  the  fragment  was  within  reach  of  forceps,  and,  at  all  events, 
a  rapid  tracheotomy  would  have  given  time  for  further  dealing  with 
the  mass.  But  help  was  not  immediately  available.  Still,  knowing 
what  we  do  of  the  possibilities  of  restcving  animation  in  those 
apparently  dead  from  drowning  or  other  asphyxiating  conditions,  it 
seems  to  me  that  had  the  cause  been  recognised^  those  who  dealt 
with  the  case  at  the  hospital  might  have  hoped  for  a  good  result 
from  artificial  respiration  after  opening  of  the  trachea. 

The  second  case  is  of  greater  interest  because  it  is  of  a  more  un- 
usual character,  and  suggests  questions  which,  I  think,  may  be  profit- 
ably discussed  here.  D.  G.,  aged  fifty,  wasadmitted  to  the  Richmond 
Hospital  on  Sunday  morning,  25th  September,  1887,  suffering 
from  severe  dyspnoea.  He  stated  that  while  eating  his  dinner  on 
the  previous  day  a  piece  of  beef  stuck  fast  while  he  was  trying  to 
swallow  it,  and  that  he  suffered  much  pain  at  the  time.  He  was 
unable  to  swallow  anything  but  a  little  water  afterwards,  and  his 
breathing  soon  became  difficult.  Alarmed  by  his  condition  he  was 
advised  to  go  to  a  hospital  in  the  city,  where  he  was  seen  and 
treated.     A  long  tube,  as  he  described  it,  was  passed  into  his. 


116  Foreign  Budies  in  the  CEaophague. 

(Bsophagos  for  about  twelve  inches,  and  an  effort  made  to  push  down 
the  obstructing  mass.  He  suffered  a  good  deal  from  the  operation. 
He  was  sent  home,  but  he  found  that  instead  of  feeling  relieved 
the  pain  was  worse,  the  power  of  swallowing  was  not  increased, 
and  he  noticed  that  his  neck  and  face  began  to  sweU.  The  symp- 
toms continued  to  increase  during  the  night,  and  he  came  into  the 
Richmond  early  next  morning.  I  was  at  once  sent  for,  and  I  saw 
him  about  eleven  o'clock.  He  was  sitting  up  in  bed,  his  face  and 
neck  were  greatly  swollen,  the  breathing  was  strident,  his  voice  was 
low  and  husky,  and  he  had  a  short  gasping  cough.  The  eyelids 
were  swollen  to  a  considerable  size,  and  his  face  wafi  altogether 
most  unsightly.     He  detailed  the  history  which  I  have  just  given. 

On  examining  the  tissues  of  the  neck,  face,  and  orbits,  it  was 
obvious  that  there  was  extensive  emphysema.  He  made  an  attempt 
to  swallow,  and  the  water  regurgitated  into  his  moutii,  but  after  a 
few  efforts  it  seemed  to  pass  down  the  oesophagus.  I  made  an 
exploration  of  the  pharynx  with  my  finger,  but  I  could  detect  no 
foreign  body  ;  then  I  introduced  a  tube  into  the  mouth,  but  when 
it  had  reached  the  epiglottic  region  he  was  immediately  attacked  by 
a  most  alarming  laryngeal  spasm,  with  cough,  which  made  me  at 
once  desist  from  any  further  attempt  in  this  way. 

I  had  soon  afterwards  the  advantage  of  discussing  the  case  with 
Mr.  Corley,  our  President,  and  we  very  carefully  considered  the 
various  points  presented.  Th^«  was  no  doubt  that  the  foreign 
body  was  still  impacted,  but  for  the  moment  the  pressing  symptom 
was  the  dyspnoea.  We  agreed  that  no  attempt  should  now  be 
made  to  deal  with  the  mass ;  but  that  later  on,  if  symptoms  became 
more  urgent,  I  should  perform  tracheotomy,  and  subsequently 
determine  by  an  exploration  the  position  of  the  foreign  body,  and 
endeavour  to  remove  it,  either  by  the  mouth  or  by  an  oesophagotomy. 
The  symptoms  becoming  worse,  I  was  again  summoned  at  two 
o'clock,  and  was  met  by  my  colleagues.  Sir  W.  Stokes,  Mr.  Thornley 
Stoker,  and  Mr.  Corley.  We  determined  at  once  to  tracheotomise 
the  patient,  and  this  was  done  without  an  anaesthetic.  The  operation 
was  difficult  because  of  the  great  inflation  of  the  cellular  tissues, 
and  the  trachea  lay  at  a  great  depth.    The  opening  of  the  tube, 
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howerer,  was  effected  satisfactorily,  and  the  patient  described 
himself  as  greatly  relieved.  But  he  had  suffered  so  much,  that 
we  agreed  not  to  make  an  oesophageal  exploration  then,  but  to  wait 
until  the  next  day,  as  his  urge.nt  symptoms  were  fully  relieved. 
Next  morning  he  told  me  that  he  had  passed  a  very  good  night, 
that  his  breathing  was  no  longer  troublesome,  and  that  the  mass 
had  passed  down  his  oesophagus  all  right.  As  a  proof  of  this,  he 
said  he  had  felt  some  pain  while  sipping  a  little  water,  and  that 
he  could  feel  the  mass  passing  on  to  his  stomach,  that  after  that 
he  could  swallow  fluids  perfectly,  that  he  had,  in  fact,  taken  half  a 
pint  of  beef- tea  during  the  night,  and  that  he  had  had  tea  for 
breakfast.  He  said  he  felt  very  well,  and  I  need  not  say  I  did  not 
then  propose  any  exploration  of  the  oesophagus.  During  the  day 
he  was  very  well,  but  towards  midnight  he  became  weak ;  the  weak- 
ness increased,  and  he  died  at  half  past  two  on  the  morning  of  the 
27th  September — about  forty  hours  after  I  had  first  seen  him. 

The  post-mortem  examination  was  made  a  few  hours  later.  It 
was  then  found  that  in  the  posterior  mediastinum  there  was  over  a 
pint  of  fluid,  which  was  made  up  apparently  of  tea  and  beef-tea, 
and  that  this  had  dissected  up  the  pleura,  which  was  bulged  for- 
wards. It  is  probable  that  the  pain  which  the  patient  suffered, 
II  nd  which  he  regarded  as  due  to  the  passing  downwards  of  the 
beef-tea,  was  really  caused  by  the  forcing  of  the  pleura  from  its 
attachments  by  the  fluids  which  had  escaped  from  the  oesophagus. 
An  examination  of  the  air-passages  and  of  the  oesophagus  was  next 
made.  The  glottis  appeared  normal ;  there  were  no  symptoms  of 
inflammatory  swelling  or  infiltration ;  the  opening  in  the  trachea 
involved  the  upper  tracheal  rings  and  the  cricoid  cartilage.  On 
examination  of  the  oesophagus  a  mass  of  beef  and  fat,  extending  for 
a  length  of  about  two  inches,  was  found  tightly  fixed  in  the  upper 
part  of  the  tube ;  the  upper  surface  of  this  mass  corresponded  to  the 
level  of  the  cricoid  cartilage.  Projecting  through  the  oesophagus 
was  found  a  small  bone  about  the  bulk  of  a  crow-quill,  4  cm. 
in  length,  and  with  very  sharp  ends;  its  position  was  oblique 
from  behind  forwards,  so  that  its  anterior  extremity,  which  pro- 
jected  about   1   cm.   through  the   oesophageal  wall,   lay   on   the 
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outside  of  the  left  wall  of  the  trachea;  the  posterior  extremity 
projected  about  \  cm.,  and  lay  on  the  inferior  margin  of  an  oval 
slit  or  tear  of  1  cm.  in  length.  It  was  through  this  opening  that 
the  fluids  had  slowly  passed  out  of  the  oesophagus,  and  had  found 
their  way  downwards  in  the  direction  of  the  cardiac  end  of  the 
stomach.  If  you  examine  the  parts  you  will  see  that  the  bone 
serves  for  the  glass  rod  which  is  used  in  putting  up  preparations  in 
spirit,  and  that  the  beef  is  suspended  from  it  like  an  oinlinary 
morbid  specimen. 

The  complete  transfixion  of  both  walls  of  the  oesophagus  from 
within  is  a  very  rare  accident,  and  on  all  occasions,  so  far  as  I  have 
been  able  find  up  to  the  present,  such  cases  have  been  fatal.  It 
does  not  appear  that  the  injury  in  itself  should  be  necessarily  fatal, 
but  it  leads  to  complications  of  various  kinds  which  deprive  the 
patient  of  life. 

Of  the  cases  in  which  a  foreign  body  has  perforated  the  oesophagus, 
it  has  sometimes  made  its  way  outwards,  and  been  found  in  the  cavity 
of  an  abscess  in  the  neck.  Others,  however,  have  done  irretriev- 
able damage  by  the  wounding  of  large  vessels.  Poulet  has  collected 
33  cases  of  this  accident — 17  were  wounds  of  the  aorta,  4  of  the 
carotid,  2  of  vena  cava,  1  of  the  inferior  thyroid,  1  of  the  i-ight 
coronary  vein,  1  of  the  demi-ayzgos  vein,  I  of  an  abnormal  right 
subclavian,  1  of  oesophageal  arteries,  4  of  unknown  arteries,  and  1 
of  pulmonary. 

In  the  "Dublin  Hospital  Reports,*' Vol.  IF.,  1818,  the  late  Mr. 
Kirby  records  a  remarkable  case  of  a  woman  who  was  brought  to 
hospital  in  an  almost  lifeless  condition,  having  been  found  in  the 
street.  Tracheotomy  was  immediately  performed,  but  without 
effect.  Three  large  morsels  of  food  were  found  in  the  oesophagus, 
the  upper  being  immediately  behind  the  cricoid  cartilage.  The 
inferior  lay  as  low  down  as  the  upper  extremity  of  the  sternum ; 
this  morsel  contained  a  piece  of  bone  an  inch  and  a  half  long,  one 
of  its  ends  being  very  sharp  and  pointed.  The  bone  lay  obliquely 
across,  transfixing  the  oesophagus  at  its  left  and  posterior  part,  and 
wounding  the  right  subclavian  artery,  which,  contrary  to  its  usual 
course  and  origin,  lay  in  this  situation  as  it  passed  from  the  left  of 
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the  arch  of  the  aorta,  where  it  arose,  towards  the  right  shoalder. 
The  surroundiDg  oellalar  membrane  was  filled  with  blood,  which 
accumulated  principally  at  the  sides  of  the  neck.  In  the  Dupnytren 
Museam  there  is  preserved  a  specimen  of  a  case  of  Pilate's,  in 
which  a  fragment  of  bone  such  as  this  perforated  the  inferior 
thyroid  artery,  and  caused  death. 

The  condition  of  emphysema  as  a  primary  complication  is  exces- 
sively rare,  except  in  cases  in  which  the  trachea  has  been  perforated. 
Poulet  remarks  that  he  has  only  met  with  one  example  in  which 
it  assumed  disquieting  proportions  from  the  beginning.  In  my 
case  there  is  no  wound  of  the  trachea,  and  I  believe  the  condition 
to  have  been  set  up  by  the  convulsive  efforts  of  the  patient  to 
breathe,  so  forcing  the  air  through  the  wounds  in  the  oesophagus 
into  the  cellular  tissues  in  the  neighbourhood,  whence  it  found  its 
way  upwards  into  the  neck,  face,  and  orbits. 

An  interesting  question  here  arises--did  the  surgical  interference 
produce  the  perforation  ?  It  will  be  seen  that  the  fragment  of  bone 
is  of  greater  length  than  the  diameter  of  the  mass  of  beef  which 
is  suspended  from  it ;  therefore  its  tendency  must  have  been  to  a 
more  or  less  horizontal  position,  and  it  is  quite  dear  that  the  action 
of  the  oesophagus  must  sooner  or  later  have  produced  its  own 
perforation — but  it  is  no  less  clear  that  any  attempt  to  force  the 
bolus  downwards  must  have  resulted  in  this  accident.  Yet  I  think 
it  right  to  say  that  I  acquit  the  operator  of  all  blame,  because  I 
believe  that  even  an  attempt  at  exploration  would  probably  have 
had  the  same  result. 

Now  with  regard  to  my  own  treatment  of  the  case,  it  will  be  of 
interest  to  discuss  whether  I  did  the  best  for  my  patient.  I  can 
only  say  that  all  the  possibilities  were  most  anxiously  debated,  and 
that  my  colleagues  and  myself  were  unanimous  as  to  what  was 
done.  It  was  plain  to  us  that  the  patient  was  dying,  not  of  the 
obstruction  in  his  oesophagus,  but  of  the  spasm  set  up  in  his  larynx 
from  the  irritation  of  the  pneumo-gastric  nerve  by  the  foreign 
body,  and  it  was  obvious  that  our  first  duty  was  to  relieve  the 
dyspnoea. 

But  let  us  suppose  that  I  had  succeeded  in  determining  by 
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examination  that  the  bone  was  in  the  oesophagus,  I  should  certainly 
have  tried  to  extract  it  by  forceps,  and  I  should  as  certainly  have 
increased  the  lacerations  which  were  already  made.  The  course 
which  we  determined  upon  was,  I  submit,  the  right  one,  because  it 
removed  threatening  death  and  gave  opportunity  for  more  deliberate 
treatment.  If  the  patient  had  survived  sufficiently  long  the  opera- 
tion of  (Bsophagotomy  would  have  been  undertaken,  and  yet,  having 
regard  to  the  great  extravasation  of  foreign  fluids  in  the  posterior 
mediastinum,  the  result  must  have  been  necessarily  fatal. 

I  have  ventured  to  record  this  case  at  some  length,  because  we 
are  not  unaccustomed  to  instances  of  foreign  body  in  the  oesophagus, 
and  because  I  think  that  such  a  history  tends  to  show  that  there  is 
none  of  them  which  may  be  lightly  regarded,  unless,  indeed,  we  are 
quite  assured  of  the  nature  of  the  material  which  has  become  im- 
pacted. Above  all,  it  impresses  the  importance  of  gentleness  in 
our  manipulations  in  this  region,  and  of  the  necessity  not  only  of 
determining  the  quality,  but  also  the  exact  position  of  the  offending 
substance. 


ON  THE  TREATMENT  OF  ADVANCED  CONDI- 
TIONS OF  EQUmO-VARUS. 

Bt  R  L.  SWAN,  F.R.C.S.; 

Smgeon  to  the  Qrthopndio  HospitaL 
[Bead  in  the  Section  of  Surgery,  January  10;  1888.] 

I  DO  not  bring  before  tbe  Surgical  Section  of  the  Royal  Academy 
of  Medicine  the  subject  of  the  treatment  of  clab-f oot  without  feeling 
that  I  run  the  risk  of  wearying  its  members  by  a  too  familiar 
theme — ''a  twice-told  tale."  My  explanation  will  be  that  in  a 
somewhat  large  experience  of  that  deformity  I  have  learned  some 
practical  facts  in  its  management  which  may  have  escaped  the 
observation  of  those  who  hare  not  devoted  a  continued  attention 
to  this  ailment. 

I  do  not  now  refer  to  the  scientific  and  recognised  treatment  of 
congenital  equino-varus.  That,  I  conceive,  is  universally  imder- 
stood  and  practised,  if  the  surgeon  have  the  opportunity  of  prac- 
tising it,  which,  however,  from  many  reasons  he  is  frequently  denied. 
It  can,  I  have  no  doubt,  be  positively  asserted  that  all  cases  of  con- 
genital equino-varus  are  perfectly  curable  by  this  method,  if  it  be 
thoroughly  carried  out  before  the  expiration  of  the  first  year  of  life, 
or  before  the  effort  to  walk  has  commenced,  always  subject  to  the 
accident  of  relapse,  which  will  occur  in  a  lesser  or  greater  degree  if 
extension  and  natural  position  be  not  maintained  for  about  five 
years.  So  invariable  a  result  of  a  too-frequent  neglect  explains 
how  it  is  that  the  best  efforts  of  the  surgeon  are  wasted ;  and  it  is 
a  striking  fact  that  when  the  parents  of  chOdren  so  afflicted  are 
either  possessed  of  sufficient  means  or  culture  to  enable  or  impel 
them  to  devote  close  attention  to  such  cases,  the  result  is  invariably 
good. 

Amongst  the  poor  a  different  state  of  things  is  seen.  The  child, 
on  leaving  hospital,  may  for  a  short  time  receive  some  care.    Then 
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the  parents,  perhaps  '*  steeped  in  poverty  to  the  very  lips,"  perhaps 
from  intemperance^  or  from  careless  or  degraded  natures,  discard 
all  appliances  and  all  trouble.  The  child  walks  about  unheeded, 
and  after  a  period  of  neglect  extending  over  few  or  many  years,  is 
brought  by  some  sympathiser,  or  being  old  enough  to  feel  "  cur- 
tailed of  fair  proportion,  deformed,  unfinished,"  applies  of  himself 
to  a  new  surgeon.  In  either  case  the  old  one  does  not  escape 
censure,  unless  he  be  dead  or  forgotten. 

We  are  now  confronted  with  a  class  of  cases  of  equino-varus 
which  present  difficulties  of  a  serious  character.  It  is  true  that  if 
we  meet  with  a  foot  that  has  been  only  walked  upon  for  a  short 
time,  we  may  still,  by  tenotomy  and  the  division  of  other  resisting 
soft  structures,  effect  a  cure,  but  the  treatment  will  be  very  much 
prolonged,  and  its  duration  may  be  estimated  by  months  and  not 
by  weeks.  But  as  time  goes  on,  and  the  child  has  been  for  years 
walking  on  the  outer  edge  of  the  foot,  it  is  well  to  inquire,  What 
are  the  conditions  that  exist  ?  and  what  hopes  can  be  entertained 
of  a  cure  ?  We  find  there  is  a  partial  luxation  of  the  proximal 
extremity  of  the  5th  metatarsal  bone,  whereby  its  shaft  is  deflected 
inwards ;  at  the  same  time,  the  relations  of  the  os  calcis  and  cuboid 
are  altered,  so  that  the  cuboid  bone  bears  an  abnormally  large  pro- 
portion to  the  outer  edge  of  the  foot ;  the  integument  on  the  new 
heel  is  thickened,  and  a  bursa  is  present.  Now,  in  this  state  of 
things,  I  have  learned  to  distrust  my  own  power  of  attaining  a 
good  result  by  ordinary  methods.  Much  can  doubtless  be  done  by 
the  immediate  treatment  of  the  surgeon  and  by  subsequent  bound- 
less care,  but  regarding  the  hopelessness,  in  the  class  of  persons  to 
whom  I  have  alluded,  of  such  being  bestowed,  one  is  disposed  to 
say,  ''  Truly,  the  name  of  the  slough  is  Despond." 

When  the  conditions  so  exist,  there  is,  I  believe,  a  small  chance 
of  a  good  result  by  tenotomy  and  extension,  and  another  and 
more  severe  method  of  treatment  must  be  adopted  if  a  termination 
satisfactory  to  the  patient  and  the  surgeon  is  to  be  gained.  The 
merit  of  first  clearly  seeing  this  belongs  to  Mr.  Davy,  who  removed 
the  cuboid  bone  in  aggravated  equino-varus  of  long  standing.  In 
the  year  1876,  with  the  concurrence  of  Professor  Hamilton  and 
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Dr.  M^DoBneD,  I  hjmiiwI  •  vedge  €ras  eMk  fooc  of  a  girl  a^ 
thirteen,  the  rahjeet  of  etfamo-vwa,  with  a  good  r— If. 
time  afterwards  I  learned  tbt  Mr.  CoUer  had  adopted  the 
method.  But  this  qiaestioa  of  priovitj  is  of  little  iaportaoee.  There 
are  in  eufgerj  no  patent  rights  to  he  iafringwl.  He  who  follows 
and  obeerres  intdligentlj,  kams  froai  the  Mcwawa  and  from  the 
f aflores  of  his  predeoenor. 

The  seleetioo  of  easea  suitahle  to  this  operatioa  wiD  next  demand 
our  attention.  Speaking  to  a  hodj  of  gentlemen  who  are  anatomists, 
I  need  hardl j  saj  that  the  ossification  of  the  tarsal  bones  is  in 
theory  singolarlj  imfaToaraUe  to  the  rectification  of  equino-yarus. 
The  first  bone  after  the  astragalus  which  begins  to  ossify  is  the 
cnboid,  and  this  at  birth.  At  the  end  of  the  first  year  we  find 
ossification  adranced  in  the  external  cuneiform  bone.  Between  the 
ages  of  three  and  foor  years  ossification  has  advanced  in  the  middle 
cuneiform  and  scaphoid  bones.  Let  it  be  granted,  howeyer,  that 
all  cases  under  three  and  a  half  or  four  years  may  be  excluded  from 
consideration.  From  that  period  till  the  tenth  or  twelfth  year  a 
gradually  decreasing  amount  of  improvement  will  be  attained  by 
the  practice  of  tenotomy  and  extension,  each  case  having  to  be 
judged  on  its  own  demerits.  When  a  fair  prospect  of  success 
appears  probable — ^that  is,  when  the  osseous  changes  are  not  strongly 
marked,  and  where  a  certain  amount  of  mobility  in  the  tarsal 
articulations  is  perceived,  the  practice  here  should  be,  I  think,  to 
proceed  with  the  more  mfld  and  safe  treatment,  and  if  the  result  be 
not  satisfactory,  to  recommend  ablation  of  portion  of  the  tarsus. 

At  a  more  advanced  period,  from  the  tenth  or  twelfth  to  the 
twentieth  year,  new  features  are  presented.  Here  we  find  the  tarsal 
bones  apparently  thickened,  the  large  bursa  on  the  outer  tarsal  aspect 
is  dense,  and  includes  in  its  base  the  cuboid  and  the  tarsal  end  of  the 
5th  metatarsal  bone,  and  may  extend  to  a  greater  or  less  degree  on 
the  dorsum  of  the  foot.  There  may  be  varieties  in  the  existing 
conditions^-in  one  case  there  is  considerable  mobility  between  tho 
tarsal  bones,  in  another  a  marked  rigidity  exists,  and  the  entire 
tarsus  moves  en  masse  at  the  ankle-joint  on  manipulation.  Tho 
weight  of  the  body,  instead  of  passing  vertically  to  the  astragalus^ 
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is  transmitted  obliquely  through  a  line  passing  from  its  superior 
and  internal  to  its  inferior  and  external  margins.  The  head  of  the 
bone  is  twisted  inwards.  The  5th  metatarsal  bone  is  not  alone 
deflected  inwards,  but  forms  a  distinct  curve,  which  may  easily  be 
demonstrated  in  the  living  subject.  In  addition,  the  changes  in 
the  soft  parts  are  marked.  The  space  between  the  inner  malleolus 
and  tendo-Achillis  is  diminished ;  also  that  between  the  inner  mal- 
leolus and  heel.     The  plantar  fascia  is  tightly  contracted. 

In  such  instances  there  can  be  no  other  resource,  if  treatment  be 
at  all  attempted,  than  removal  of  a  portion  of  the  tarsal  bones,  and 
the  results,  in  my  experience,  justify  this  procedure,  even  in  cases 
long  considered  hopeless. 

There  is  a  condition  which  I  have  often  observed,  and  which 
has  decided  me  not  to  recommend  operation — that  is,  an  atrophied 
state  of  the  anterior  part  of  the  foot.  This  is  invariably  seen  in 
examining  a  person  in  middle  life  the  subject  of  equino-varus, 
and  sometimes  at  an  earlier  age.  It  is  hard  to  conceive  how  such 
a  foot  could  be  useful,  even  if  the  sole  were  approximated  to  the 
ground. 

The  operation  is  a  very  simple  one.  The  limb  having  been 
Esmarched,  a  horizontal  incision  is  made  paraUel  to  the  outer  edge 
of  the  foot  extending  from  the  middle  of  the  cuboid  forwards  over 
the  5th  metatarsal  bone ;  another  is  made  at  right  angles  to  this 
from  its  centre,  more  or  less  long  as  necessity  will  arise.  This 
will  display  a  couple  of  outer  slips  of  the  extensor  longus  digitorum, 
which  are  displaced  inwards.  The  peronseus  tertius  and  the  muscu- 
lar part  of  the  extensor  brevis  digitorum,  are  also  seen.  The  bursa 
is  displayed.  This  may  be  dissected  out.  The  bony  wedge  may 
now  be  removed.  In  a  young  subject  a  strong  knife  and  sharp 
chisel,  used  by  the  hand,  may  suffice,  and  a  clean  cut  may  thus 
be  made.  At  a  more  advanced  age,  He/s  saw,  or  the  use  of  the 
mallet  with  the  osteotome,  will  be  necessary.  One  or  two  vessels, 
at  most,  require  ligature.  There  is  a  redundancy  of  thickened 
integument  which  may  partially  be  removed.  The  surfaces  may 
now  be  approximated.  It  will  generally  be  found  that,  in  order  to 
obtain  accurate  apposition,  a  piece  of  bone  will  still  require  to  be 
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removed  from  the  apex  of  the  conical  vacuum.  The  integuments 
are  then  sutured,  and  an  opening  is  left  at  the  junction  of  the  two 
incisions  for  drainage. 

The  necessity  of  firm  apposition  and  immobility  of  the  parts  is 
obvious.  I  have  tried  a  variety  of  expedients  to  secure  these  condi- 
tions, but  have  discarded  all — save  one,  the  simplest  and,  I  believe, 
the  most  efficient. 

Having  dressed  the  wound  with  antiseptic  precautions,  the  foot 
is  given  to  the  care  of  an  assistant,  who  maintains  correct  position. 
A  carbolised  sponge,  or  one  of  Borrough's  antiseptic  pads,  is  placed 
over  the  dres9ings ;  a  plaster  of  Paris  bandage  is  then  carefully 
applied  over  all  and  position  maintained  until  it  has  set.  The  foot 
is  not  then  disturbed  for  some  time.  The  capsule  of  Eucalyptine 
or  Thymol  in  the  pad  may  be  ruptured  on  the  third  or  fourth  day 
by  a  little  pressure. 

On  the  sixth  day,  if  the  temperature  or  other  symptoms  do  not 
previously  indicate  mischief,  a  window  is  cut  over  the  pad.  The 
wound  is  easily  approached,  and  has  never,  in  my  experience,  given 
any  trouble  till  firm  union  is  established.  The  division  of  the  tendo- 
AchiUis  and  the  application  of  a  Scarpa's  shoe  or  other  appliance 
is  usually  necessary  to  gain  complete  rectification. 

On  examining  the  wedge  which  has  been  removed,  and  of  which 
a  good  example  is  here  seen,  taken  from  a  boy  eighteen  and  a  half 
years  old,  it  will  be  found  to  consist  of  the  anterior  f th  of  the 
cuboid  bone,  all  the  external  cuneiform  except  its  posterior  part, 
the  proximal  extremities  of  the  5th,  4th,  and  3rd  metatarsal  bones 
in  decreasing  amount.  The  second  part  removed  will  consist  of  a 
portion  of  the  middle  cuneiform. 

The  soft  parts  removed  will  be  the  muscular  portion  of  the 
extensor  digitorum  brevis,  the  two  outer  tendons  of  the  extensor 
digitorum  longus,  the  Peronei  tendons,  portions  of  the  2nd  and 
8rd  plantar,  and  8rd  and  4th  dorsal  interossei.  I  have  lately  had 
the  opportunity  of  seeing  a  case  which  was  operated  on  nearly  two 
and  a  half  years  ago.  The  boy  was  then  six  and  a  half  years  old. 
He  was  exhibited  at  the  last  meeting  of  this  Section.  These  are 
the  casts  taken  of  his  foot  before  and  two  and  a  half  years  after 
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operation.  Perhaps  some  present  may  recollect  the  case.  Thei*e 
was  a  surprising  mobility  and  good  use  of  the  foot,  and  I  examined 
this  with  other  cases  veiy  carefully  to  account  for  such  favourable 
conditions.  It  will  be  seen,  if  the  lines  of  bony  section  be  traced, 
that  the  transverse  tarsal  joint,  between  the  calcis  and  cuboid, 
astragalus  and  scaphoid,  is  uninjured;  likewise  the  articulation 
between  the  scaphoid  and  cuneiform  bones.  An  obliteration  occurs, 
therefore,  only  of  the  joints  between  the  three  outer  metatcursal 
bones  and  the  external  cuneiform  and  cuboid,  in  which  the  normal 
motion  is  limited.  It  may,  in  addition,  be  fairly  hoped  that  the 
development  of  the  foot  will  not  be  very  much  interfered  with,  as 
the  metatarsal  bones  have  their  epiphyses  at  the  distal  end. 

The  case  of  T.  B ,  aged  ten  years,  here  illustrated,  is  of  interest 
as  bearing  out  the  pathology  of  hoUow  claw  foot  as  described  by 
Duchenne.  Though  a  very  useful  and  comparatively  S3nnmetrical 
member,  it  displays  the  characters  of  that  affection.  The  mechani- 
cal interference  with  the  functions  of  the  interossei  would  probably 
explain  it. 

I  have  up  to  this  period  selected  34  individuals  as  proper  subjects 
for  the  performance  of  this  operation.  The  youngest  was  four 
and  a  half,  the  eldest  was  eighteen  and  a  half  years  of  age.  Of 
these  19  had  one  foot  affected.  The  remaining  1.5  had  double 
equino-varus.  As  in  all  cases  where  operation  is  not  a  necessity 
to  save  life,  ^^  slow  pausing  caution"  is  essential,  and  more  espe- 
cially where  the  marginal  line  is  approached,  where  tolerable 
comfort  and  symmetry  may  be  obtained  by  a  less  severe  method, 
but  the  facility  and  the  immunity  from  risk  by  careful  dressing, 
and  above  all,  excellent  results,  may,  I  think,  justify  in  suitable 
cases  its  universal  adoption. 

"  DiBeases  desperate  grown, 
By  dei^ierate  appliance  are  relieved, 
Or  not  at  alL" 


SURGERY  OF  THE  THYROID  GLAND. 
By  GEORGE  FOY,  F.R.C.S.; 

Surgeon  to  the  Whitworth  Hospital,  Dromcondnk 
[Read  in  the  Section  of  Stiigeory,  January  20,  1888.] 

In  reading  the  history  of  operations  on  the  thyroid,  nothing  is 
more  apparent  than  that  surgeons,  separated  by  long  intervals  of 
time,  adopt  the  same  precautions  to  minimise  the  dangers  of  the 
operations.  Thus  we  find  Mr.  P.  H.  Watson  (Ed.  Med,  Journal, 
Sept.,  1873)  adopting  the  same  method  as  Desault  did  on  a  woman 
patient  in  the  H6tel  Dieu,  20th  March,  1791 — ^namely,  tying  the 
superior  and  inferior  thyroid  arteries,  and  dividing  the  isthmus  of 
the  gland,  as  the  preliminary  steps  of  the  operation  of  excision. 

From  the  great  vascularity  of  the  thyroid,  surgeons  were  anxious 
to  substitute  operations  other  than  cutting  ones  for  the  treatment 
of  bronchocele.  And  since  Professor  Victor  Horsley's  Bro^vn 
lectures  in  December,  1884,  telling  that  ablation  of  the  thyroid 
caused  atrophic  changes  in  the  central  nervous  system,  and  an 
increase  in  the  general  connective  tissue,  with  a  mucoid  degenera- 
tion of  the  ground  substance,  the  search  for  a  remedy  that  will  do 
away  with  the  necessity  for  using  the  knife  is  not  slackened. 

It  would  be  unprofitable  to  enumerate  the  many  remedies  that 
have  been  tried,  and  as  we  are  yet  a  long  way  from  the  time  when 
the  knife  can  be  laid  aside,  our  search  had  better  be  for  its  more 
efficient  use. 

Delay  in  performing  an  operation  when  it  has  become  necessary 
is  criminal,  and  we  cannot  too  strongly  deprecate  the  habit  of 
exhausting  a  long  list  of  supposed  remedies  before  an  operation  is 
advised. 

An  early  operation  for  a  tumour  gives  the  surgeon  the  best 
possible  chance  of  success,  and  his  success  means  the  patient*s 
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recovery.  The  tamour  is  then  at  its  smallest;  has  least  attach- 
ments ;  degeneration  is  less  likely  than  later  on ;  the  blood-vessels 
are  smaller  than  they  would  be  if  the  operation  is  deferred,  and 
the  surrounding  tissues  are  normal  in  their  condition  and  site. 
These  grounds  for  an  early  operation  are  particularly  good  in  the 
case  of  thyroid  tumours,  where  the  vascular  growth  is  quick  beyond 
proportion  to  the  tumour  growth. 

In  thyroid  operations  the  older  surgeons  knew  almost  no  risk, 
except  bleeding,  the  excessive  amount  of  which  may,  I  think,  be 
fairly  ascribed  to  a  paralysis  of  function  of  the  vaso-motor  nerves 
and  an  imperfect  contraction  and  retraction  of  divided  arteries^ 
these  latter  conditions  probably  due  to  some  alteration  in  the 
arterial  coats. 

Certainly  in  goitre  the  amount  of  blood  lost  appears  out  of  pro- 
portion to  the  size  of  the  vessels  cut. 

It  is  true  there  was  some  dread  of  thyroid  inflammation,  and 
enlargement  of  the  mediastinal  glands ;  but  the  greatest  risk  was 
that  of  haemorrhage.  Abraham  CoUes,  writing  in  1811,  says: — 
'^  That  enlargement  of  the  thyroid  gland  called  goitre  we  know  to 
be  but  little  affected  by  any  medicines  or  external  applications 
hitherto  employed.  This  disease,  though  not  of  a  painful  nature, 
yet  induces  such  deformity  as  to  render  the  mind  of  the  patient 
miserable.  He  sometimes  implores  the  surgeon  to  undertake  any 
operation  however  hazardous  for  his  relief.  But  to  such  solicita- 
tions nothing  should  tempt  you  to  yield,  for  you  should  recollect 
the  large  supplies  of  blood  that  this  gland  enjoys,  even  in  its 
healthy  state,  and  the  free  communication  between  its  arteries." 

Even  John  Bell  disapproved  of  operations  on  the  gland  on  this 
account. 

On  the  Continent  the  same  dread  did  not  exist,  tliough  Gk>och, 
who  followed  Desault's  method,  lost  his  first  patient  by  haemorrhage, 
and  his  second  was  saved  only  by  the  continuous  pressure  for  eight 
days  of  the  hands  of  relays  of  assistants.  Hedanus,  of  Dresden, 
who  successfully  extirpated  six  thyroids,  found  bleeding  the  prin- 
cipal difficulty,  and  one  of  his  cases  had  secondary  bleeding  on  the 
eighth  day,  with  a  recurrence  of  it  on  the  sixteenth.     Klein  (in 
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1820)  lost  a  patient,  aged  eleven  years,  from  the  same  cause.  He 
actually  died  on  the  operating  table.  The  danger  from  bleeding 
is  still  very  great.  Sir  William  MacCk>rmac  has  recently  had  to 
apply  100  ligatures  when  removing  a  tumour  of  the  thyroid.  But 
excessive  bleeding  is  not  the  sole  danger,  Billroth  writes  of  a  case 
in  which  he  removed  a  tumour  the  size  of  a  hen's  egg  immovably 
connected  mth  the  trachea : — ''  I  extirpated  the  tumour,  and  found 
the  operation  one  of  the  most  difficult  I  ever  performed.  There 
was  great  difficulty  in  separating  the  tumour  from  the  trachea  and 
the  deeper  parts ;  the  hemorrhage  was  very  severe,  and  attacks  of 
suffocation  occurred,  and  she  seemed  several  times  during  the 
operation  on  the  point  of  death  from  asphyxia." 

Cystic  tumours  of  the  gland  are  difficult  to  diagnosticate.  Syme 
is  credited  with  mistaking  one  for  a  carotid  aneurysm.  lie  tells  of 
a  lady  who  "  had  a  lobe  of  the  thyroid  enlarged  into  a  round  tumour 
with  such  a  narrow  neck  as  to  appear  altogether  insulated  f  but 
in  the  removal  of  which  such  severe  bleeding  occurred  that  he  had 
to  transfix  the  base  with  pins  according  to  Liston^s  method,  anl 
ligature  the  base  as  recommended  by  Hedanus. 

Cysts  sometimes  rapidly  increase  in  size.  A  case  is  reported  in 
the  British  Medical  Journal  of  July  5th,  1884,  in  which,  within  a 
few  minutes,  a  cyst  suddenly  increased  in  size  from  that  of  a  walnut 
to  that  of  an  orange.  The  patient  became  senseless  and  livid. 
Owing  to  the  position  and  size  of  the  tumour  tracheotomy  could 
not  be  performed,  and  the  patient  died.  The  autopsy  showed  that 
this  sudden  enlargement  was  due  to  effusion  of  blood.  In  Liabb^'s 
case  the  cyst  suppurated,  occasioning  much  pain  and  annoyance  to 
the  patient. 

Although  myxoedema  and  cerebral  troubles  occur  after  excision 
of  the  gland,  yet  they  are  not  reported  as  following  the  removal  of 
a  tumour. 

Cysts  are  amcxigst  the  most  common  enlargements  of  the  gland, 
and  it  is  for  them  especially  that  so  many  minor  operations  are 
recommended,  and  such  a  list  of  internal  remedies  and  external 
applications  produced,  and  very  frequently  valuable  time  is  wasted 
in  abortive  attempts  to  effect  a  cure  without  recourse  to  the  knife« 

I 
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Yet  many  conscientious  practitioners,  who  haTe  had  occasion  to  try 
tapping,  setons,  and  soforth,  do  not  recommend  them. 

In  the  beginning  of  Augnst,  1885, 1  examined  a  cystic  tumour 
which  certainly  looked  a  suitable  case  for  tapping  or  some  such 
operation,  and  yet  something  caused  me  to  decide  for  its  excision. 
I  like  to  see  what  I  am  doing,  and  I  like  to  see  what  I  am  cutting. 

The  patient — a  young  married  woman,  the  mother  of  three 
children— complained  of  a  lump  in  the  front  of  her  throat.  She 
first  noticed  it  about  twelve  months  previously,  when  it  was  about 
the  size  of  a  hazel-nut ;  latterly  it  has  been  growing  very  quickly. 
She  complains  of  dyspnoea  and  dysphagia,  and  going  upstairs  dis- 
tresses her. 

On  examination  an  oval  tumour  was  seen  situated  in  the  right 
lobe  of  the  thyroid  gland.  It  moved  vertically  with  the  gland, 
and  had  a  slight  lateral  movement.  The  skin  over  the  tumour 
was  unaffected,  and  freely  movable.  Having  plainly  placed  all 
the  risks  of  an  operation  before  the  patient,  her  husband,  and 
mother,  and  receiving  their  full  approval  to  its  being  done,  I,  on 
the  26th  of  August,  commenced  the  operation.  The  patient  being 
anaesthetised  by  Dr.  Cosgrave,  I  was  further  assisted  by  Drs. 
Wharton,  Oulton,  Wynne,  and  Wm.  Montgomery. 

The  primary  incision  extended  from  the  hyoid  bone  to  the 
sternum,  and  the  thyroid  was  quickly  exposed — ^bleeding  vessels 
being  secured  with  catch-forceps  as  the  operation  proceeded. 
Liberated  from  pressure,  the  tumour  bulged  into  the  wound,  and 
appeared  as  an  opaque,  oval  mass,  larger  than  a  hen-egg,  enclosed 
in  a  thin,  fibrous  capsule.  So  far  everything  was  most  favourabl^^ 
the  patient  was  breathing  easily,  and  the  pulse  was  regular.  A 
slight  incision  in  the  capsule  exposed  the  tumour,  and  breaking 
down  a  few  adhesions  with  my  finger  I  lifted  the  tumour  with  my 
hand  from  its  bed.  Scarcely  had  it  been  removed  when  a  copious 
rush  of  blood  followed.  Almost  immediately  six  vessels  were 
caught  with  clip  forceps,  and  a  bunch  of  vessels  which  were 
spouting  blood,  were  caught  in  one  mass  by  a  broad  pile  forceps — 
yet  no  appreciable  check  was  given  to  the  fiow  of  blood.  So  freely 
was  the  blood  coming  that  some  of  those  present  imagined  that 
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the  principal  vessels  of  the  neck  were  injured.  Believing  that 
any  further  attempt  to  seize  the  bleeding  vessels  one  by  one 
would  lose  valuable  time,  and  seriously  endanger  the  patient's  life, 
T,  with  the  approval  of  those  present,  plugged  the  wound  with 
new  sponges,  and  to  retain  them  in  position  and  keep  up  continuous 
pressure,  I  passed  four  long  and  strong  entomological  pins  across 
the  wound  from  ude  to  side,  and  lapped  strong  whipcord  in  figure- 
of-eight  coils  from  pin  to  pin  in  a  similar  way  to  that  in  which 
hare-lip  pins  are  secured  in  place. 

On  the  second  day  the  forceps  were  removed,  and  three  days 
afterwards  the  sponges. 

Whilst  dressing  the  wound  I  counted  thirty-eight  vessels,  which 
were  evidently  prevented  from  retracting  by  the  fibrous  envelope ; 
they  were  principally  branches  of  the  superior  thyroid,  and  entered 
the  tumour  on  its  posterior  surface. 

Porter  recommends  opening  the  capsule,  as  by  so  doing  you  are 
less  liable  to  haemorrhage ;  but  from  the  case  narrated,  I  think  the 
capsule,  when  retained,  holds  the  same  arteries  in  position,  and 
prevents  retraction. 

The  wound  was  dressed  by  wiping  with  fresh  cotton  wool,  and 
afterwards  dusting  with  iodoform ;  l^is  latter  had,  however,  to  be 
discontinued,  owing  to  its  purging  and  griping  the  patient.  One 
month  after  the  operation  the  lady  returned  to  her  home  in  one  of 
the  midland  counties  in  England. 

Internal  medication  and  external  applications  in  the  case  nar- 
rated, had  they  been  tried,  would  have  wasted  valuable  time  without 
any  reasonable  good  results. 

Tapping  would  have  evacuated  the  contents  of  the  tumour,  but 
it  is  highly  probable  that  it  would  have  been  followed  by  an 
uncontrollable  haemorrhage.  And  with  the  knowledge  of  the 
tumour  acquired  from  the  operation,  I  still  am  of  opinion  that  the 
best  course  for  the  patient  was  excision,  and  the  successful  issue  of 
the  operation  in  great  part  confirms  the  decision. 
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[Read  in  the  Section  of  Surgery,  February  24, 1888.] 

On  Thursday,  16th  June,  1887,  a  labourer,  named  Patrick  Bourke, 
aged  about  fifty,  of  robust  habit  and  sanguine  temperament, 
was  received  into  the  Richmond  Hospital.  He  was  reported  to  have 
been  drinking  heavily  up  to  the  Sunday  previous  to  his  admission, 
and  on  that  daj  to  have  faUen  off  a  cart  and  sustained  such  injury 
that  he  became  insensible.  No  accurate  history  of  his  condition 
between  the  Sunday  and  Thursday  could  be  obtained,  nor  any  hint  as 
to  whether  his  fall  was  the  result  of  previous  loss  of  consciousness, 
or  his  loss  of  consciousness  incident  on  his  falL  The  possibility  of 
violence  having  been  used  was  present,  and  was  supported  by  the 
apparent  disinclination  of  those  who  had  been  in  contact  with  him 
to  give  information.  The  most  we  could  gather  of  his  condition 
during  the  interval  between  his  injury  and  his  admission  to  hospital 
was  that  he  had  been  more  or  less  stupid,  and  apparently  suffering 
from  the  effects  of  his  .previous  debauch. 

This  absence  of  any  reliable  history  complicated  the  difficulties 
of  the  case,  and  was  one  of  the  reasons  why  operation  was  delayed 
so  long. 

At  the  time  he  came  under  observation,  on  the  fourth  day  after 
the  accident,  his  condition  was  as  .follows : — He  was  in  a  state  of 
stupor,  from  which  he  could  be  easily  aroused,  wlien  he  made  slow 
but  sufficiently  intelligent  answers.  His  pupils  were  of  average 
size,   symmetrical,  and  fairly  responsive.     He  had  very  slight 


Epidural  Hcemorrhage  treated  by  Secondary  Trephining.  133 

partial  paralysis  of  hig  left  facial  nerve,  with  the  usual  protrusion 
of  the  tongue  to  that  side ;  there  was  partial  motor  paralysis  of 
the  left  arm,  and  a  barely  detectible  motor  insufficiency  of  the  left 
lower  extremity.  He  swallowed  well,  and  his  speech,  though  thick, 
was  quite  intelligible.     There  was  no  sensory  paralysis. 

On  his  head  being  shaved  and  Axamined,  a  bruise  was  found  on 
the  right  side  of  the  cranium,  25  mm.  from  the  mesial  line,  on  that 
part  of  the  scalp  which  would  correspond  to  the  upper  part  of  the 
fissure  of  Rolando.  It  was  about  20  mm.  in  diameter  and  indu- 
rated round  the  edge,  so  that  it  was  not  possible  to  say  whether  a 
depressed  fracture  existed,  or  merely  a  ring  of  hardened  blood- 
clot.  In  consultation  it  was  determined  to  delay  operative  treat- 
ment pending  the  persistence  or  farther  development  of  symptoms, 
as  there  was  not  sufficient  evidence  as  to  whether  the  cerebral 
pressure  present  might  not  be  apoplectic. 

On  the  next  day  there  was  but  little  change,  except  thai  stupor 
was  more  marked ;  but  on  that  following,  the  six-tk  after  the  fall, 
there  was  considerable  ehange  for  the  werse.  He  could  with  great 
difficulty  be  aroused.  The  breathing  was  stertorous.  The  right 
pupil  was  slightly  larger  than  the  left.  The  paralysis  of  the  left 
arm  was  nearly  complete,  while  that  of  the  lower  extremity,  though 
incomplete,  was  more  evident  than  at  first. 

On  the  next  day,  June  19,  the  seventh  of  the  case,  his  condition 
was  rather  improved ;  but  on  the  night  of  the  eighth  day  he  got 
rapidly  worse,  and  when  I  visited  him  on  the  morning  of  the  ninth 
day  after  the  accident  his  state  was  as  follows: — The  face  and 
extremities  of  the  left  side  and  the  bladder  were  completely  para- 
lysed. The  pupils  were  symmetrical,  and,  without  being  actually 
dilated,  were  rather  over  medium  size.  He  was  in  a  state  of 
profonnd  coma,  and  the  automatic  act  of  swallawing  was 
performed  in  the  case  of  small  quantities  of  fiuid  with  marked 
slowness  and  imperfection.  The  breathing  was  slow,  12  to  14  in 
the  minute,  and  was  stertorous  and  diaphragmatic  The  tempera- 
ture, which  had  previously  been  at  or  about  the  normal  point, 
except  on  the  sixth  day,  when  it  went  up  to  100°,  had  fallen  to 
118°;    and  the  pulse,,  which  had  for  some  days  been  gradually 


134  Epidural  HcBmorrhage  treated  by  Secondary  Trephining. 

increasing  in  frequency,  had  risen  to  110.  The  man  was  eridently 
failing  rapidly,  and  wonld  die  soon  if  unrelieved. 

Looking  at  the  eathre  view  of  the  case,  in  spite  of  its  obscure 
history,  I  came  to  the  oondusion  that  the  symptoms  were  probably 
due  to  hsBmorrhage  between  the  bone  and  dura  mater,  dependent 
on  a  laceration,  with  or  .without  fracture,  of  the  middle  meningeal 
artery.  Although  there  had  been,  so  far  as  we  could  ascertain,  no 
complete  recovery  between  the  injury  and  the  advent  of  the  later 
symptoms  of  pressure,  and  therafore  an  absence  of  that  interval 
which  is  so  characteristic  of  eubcranlal  hemorrhage,  yet,  on  the 
other  hand,  there  had  not  been  that  even  level  of  iUs,  or  that 
uniformly  downward  path  of  symptoms,  indicative  of  laceration  or 
apoplectic  pressure  on  the  brain. 

The  reading  of  the  ^case,  as  expressed  at  t^e  time,  and  fully  borne 
out  by  its  subsequent  bistory,  was  this  :— 

1.  Hffimorrhage  over  the  right  motor  area,  between  the  bone  and 
dura  mater,  probably  due  to  laceration  of  the  middle  meningeal 
artery  or  one  of  its  branches,  most  likely  associated  with  fracture, 
and  producing  the  partial  left  paralysis  which  at  iirst  existed. 

2.  Subsequent  increase  of  the  hemiplegia,  either  due  to  renewed 
hsBmorrhage,  or  to  that  sudden  yielding  of  brain  function  which  is 
repeatedly  seen  both  in  hcemorrhages  or  serous  effusions  which 
have  existed  for  some  time,  even  though  no  additional  mechanical 
pressure  is  called  into  play. 

Let  us  examine  the  reasons  for  these  conclusions. 

The  existence  of  the  scalp  injury  over  the  upper  and  back  part 
of  the  motor  area  was  of  less  value  in  indicating  the  seat  of  pres- 
sure than  the  opposite  paralyses,  which  pointed  clearly  to  the 
engagement  of  the  greater  portion  of  the  right  motor  area,  including 
the  extensive  surface  occupied  by  the  cortical  centres  for  the 
various  parts  of  the  upper  extremity,  the  face  and  tongue,  and 
lower  extremity,  the  interference  with  them  being  in  the  sequence 
in  which  they  are  written.  Remember,  in  this  context,  the 
statement  of  MM.  Charcot  and  Pitres  (/'Revue  de  M^ecine," 
October,  1883),  more  lately  repeated  and  endorsed  by  Ferrier,  that 
*^  there  does  not  exist  a  single  accurate  observation  of  a  destructive 
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lesion  oatside  the  motor  area  having  produced  permanent  paralysis ; 
nor  does  there  exist  a  single  accurate  observation  of  a  destructive 
lesion  of  any  extent  of  the  ascending  convolutions  which  has  not 
given  rise  to  permanent  paralysis  of  the  opposite  side  of  the  body." 

The  dilatation  of  the  pupil  on  the  same  side  as  the  cerebral 
lesion  is  the  condition  most  usually  found,  and  the  disappearance 
of  the  mydriasis  when  the  other  pressure  symptoms  became  aggra- 
vated is  but  an  example  of  that  compensation  derived  from  the 
centres  of  the  opposite  hemisphere,  as  shown  by  the  law  of  Broad- 
bent,  which  teaches  that  ^  one-sided  movements  are  represented  in 
both  hemispheres,  and  can  be  excited  from  either,  in  proportion  as 
they  are  habitually  associated  on  the  two  sides"  (Gowers).  The 
eyes  have  an  intimate  association  of  action  which  would  cause  this 
rule  to  apply  to  them  more  strongly  than  to  other  parts. 

As  to  the  assumption  that  the  pressure  was  cortical,  and  not 
apoplectic,  it  was  founded  on  my  belief  in  the  absence  of  any 
sensory  paralysis,  and  the  teaching  on  that  point,  so  well  ex- 
pressed by  Ferrier,  who  says  that — "  Strictly  cortical  lesions  of 
the  motor  area  do  not  cause  anesthesia  in  any  form,  and  it 
may  be  laid  down  as  a  rule,  to  which  there  are  no  exceptions, 
that  if  ansBSthesia  is  found  along  with  motor  paralysis,  the  lesion  is 
not  limited  to  the  motor  zone,  but  implicates  also,  organically  or 
functionally  the  sensory  tracts  of  the  internal  capsule  or  the  centres 
to  which  they  are  distributed."  The  cortical  nature  of  the  pressure 
was  farther  supported  by  the  existence  in  the  early  stage  of  the 
case  of  a  pronounced  brachial  monoplegia,  as  it  is  well  established 
that  monoplegia  is  a  condition  due  to  interference  with  the  cortex 
and  not  usually  found  in  more  deeply  situated  lesions. 

The  impeded  functions  of  the  respiratory  centre  and  pneumo- 
gastric  nerve,  as  evidenced  by  the  increasing  rapidity  of  pulse,  the 
diminishing  frequency  of  respiration,  and  the  extreme  difficulty  of 
swallowing,  were  believed  to  be  due  to  pressure  on  the  medulla 
from  above,  rather  than  to  any  direct  blood-pressure  on  the  origins 
of  the  nerve,  as  if  blood  had  found  its  way  so  far  as  the  under- 
lurface  of  the  medulla  it  would  most  likely  have  penetrated  to  the 
spinal  canal  and  so  relieved  its  pressure  effect  on  the  pneumogastric 
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origins ;  besides,  the  late  and  gradual  advent  of  the  pneamogastric 
symptoms  was  more  likely  due  to  cumulative  pressure  from  above 
than  to  so  late  a  secondaiy  haemorrhage  as  this  should  be  were  it 
the  direct  cause  of  pressure,  remembering  that  the  medullary 
impediments  did  not  exhibit  themselves  until  the  ninth  day  after  the 
injury.  This  was  rather  an  important  point  in  determining  opera- 
tion, as  a  surgeon  would  naturally  be  slow  to  use  the  trephine  if  he 
believed  basic  extravasation  to  have  taken  place. 

Considering  the  whole  story  of  the  case,  and  in  view  of  the 
inevitable  death  of  the  patient  if  not  relieved  by  treatment,  it  was 
determined  to  trephine  him.  This  was  done  on  the  21st  of  June, 
the  day  on  which  be  exhibited  the  pronounced  conditions  just 
described,  and  the  ninth  after  his  accident. 

The  patient  was  completely  comatose,  and  no  anaesthetic  was 
used.  The  injury  over  the  fissure  of  Rolando  was  taken  as  the 
point  indicated  for  operation,  because,  although  not  in  the  centre  of 
the  engaged  portion  of  the  motor  area,  a  possible  fracture  existed 
there.  Two  incisions  were  made,  one  downwards  and  outwards 
behind  it,  the  other  running  horizontally  forward,  so  as  to  include 
a  rectangular  flap.  The  scalp  and  pericranium  were  raised  together, 
and  the  bone  was  found  to  be  free  from  any  appearance  of  injury. 
A  trephine,  with  a  diameter  of  26  mm.,  was  applied,  and  on  the  disc 
of  bone  being  removed,  the  antero-inferior  edge  of  the  opening 
disclosed  the  edge  of  a  well-formed  blood-clot,  evidently  reaching 
downwards  and  forwards  over  the  parietal  area.  The  incisions 
were  extended,  so  that  each  measured  60  mm.,  and  a  second  trephine 
opening  was  made  immediately  below  and  in  front  of  the  first. 
The  projecting  tongues  of  bone  between  the  two  openings,  which 
ran  into  each  other,  were  then  cut  ofP  with  a  bone-forceps,  and 
an  oval  opening  measuring  52  mm.,  rendered  available  for  remov- 
ing the  clot.  This  was  effected  by  the  director,  the  finger,  and 
a  current  of  sublimate  solution,  and  a  cavity  between  the  bone 
and  dura  mater  remained,  which  was  circular  in  outline,  covered 
all  that  portion  of  the  motor  area  which  lay  anterior  and  inferior 
to  the  trephine  hole,  and  was  at  least  90  mm.  in  diameter ;  at  its 
centre  the  clot  was  so  thick  that  the  dura  mater  was  distant  from 
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the  cranium  about  40  mm.  When  this  stage  of  the  operation  was 
completed,  the  dura  mater  began  to  rise  towards  the  cranial  wall, 
so  that  when  the  wound  was  sutured  it  was  within  6  or  7  mm.  of 
it.  Signs  of  returning  brain  power  at  once  showed  themselves,  and 
before  the  patient  was  taken  off  the  operating  table  he  moved  his 
left  arm  and  leg  with  tolerable  freedom,  asked  for  a  di-ink  of  water, 
which  he  readily  swallowed,^  aad  gave  vent  to  some  rather  bad 
language. 

Some  little  oozing  of  fresh  blood  took  place,  but  gave  no  trouble. 
Strict  antiseptic  measures  were  observed ;  the  solutions  were  of 
corrosive  sublimate,  1  in  8,000,  and  the  spray  carbolic  acid.  The 
wound  was  sutured,  except  at  its  angle,  where  a  drainage  tube 
was  inserted,  and  dressed  witb  sublimated  gauae  amd  iodoform 
cotton.  The  dressing  was  changed  daily,  the  drainage  tube 
removed  on  the  third  day  after  operation,  and  the  sutures  on 
the  fourth.  An  uninterrupted  good  recovery  was  made.  Pus 
appeared  freely  on  the  sixth  day,  but  without  any  odour,  and  con- 
tinued to  be  discharged  for  two  weeks  longer,  when  the  discharge 
ceased,  and  the  wound  closed.  The  temperature,  which  was  98^ 
on  the  morning  of  operation,  rose  on  four  occasions  during  the 
ensuing  ten  days  to  100*,  but  for  the  rest  of  the  time  the  man  was 
under  treatment  it  was  practically  normaL  On  the  evening  of  the 
day  of  operation  the  paralysis  and  brain  symptoms  had  all  but 
disappeared,  and  he  could  pass  water  voluntarily.  A  day  later  he 
was  in  a  perfectly  normal  condition  as  regards  any  brain  symptoms. 
He  was  kept  under  observation  until  September  29th,  when  he  left 
hospital.  He  again  presented  himself  on  November  10th,  when 
he  had  a  sinus  discharging  at  the  angle  of  the  original  wound. 
I  received  him  into  hospital,  and  the  next  day  removed  a  small 
fragment  of  bone  from  the  trephine  hole.  It  had  evidently  been 
separated  from  the  inner  table,  and  showed  clearly  from  its  form 
\  that  a  fracture  of  the  vitreous  table  had  existed.     The  sinus  has 

since  continued  to  discharge  a  gradually  diminishing  amount  of 
pus,  but  I  cannot  find  denuded  bone,  and  his  excellent  general 
health  is  in  no  way  impaired. 

If  another  case,  resembling  this  in  the  extensive  separation  of 


\ 
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the  dura  mater  from  the  bone,  offers  itself  for  treatment,  I  shall 
be  disposed  to  make  one  addition  to  the  methods  here  employed. 
That  is,  if  a  drain  should  be  necessary,  I  will  consider  the  pro- 
priety of  making  it  as  efficient  as  possible  by  forming  a  small 
trephine  opening  at  the  nearest  accessible  point  to  the  lower  edge 
of  the  line  of  separation  between  the  cranium  and  dura  mater. 
The  more  perfect  drainage  thus  afforded  would,  I  believe,  promote 
the  healing  of  the  cavity  and  lessen  the  risks  of  suppuration,  by 
offering  a  free  and  depending  exit  to  pus  or  any  other  fluid  present. 
This  case  has  some  features  of  great  interest.  Not  the  least 
among  these  is  the  lesson  it  teaches  as  to  possibility  of  making  an 
accurate  diagnosis,  even  in  an  instance  so  obscured  by  want  of 
de6nite  history  as  this  was.  There  is  nothing  more  clear  than 
the  justice  wiih  which  Mr.  Hutchinson,  in  his  *' Lectures  at  the  Lon« 
don  Hospital,"  points  to  the  enormous  difficulty  which  often  exists  in 
distinguishing  compression  from  laceration  of  the  brain  due  to  one 
cause  or  another.  I  escaped  this  dilemma  and  was  able  to  arrive 
at  a  conclusion  justifying  a  useful  operation  by  two  circumstances^* 
first,  that  I  could,  independent  of  any  knowledge  of  a  fracture 
enabling  me  to  localise  the  haemorrhage,  put  my  finger  over  the 
motor  area  and  say  with  sufficient  accuracy,  ^*  there  is  pressure  here 
over  the  cortical  centres  for  the  upper  extremity;  it  extended 
downwards  and  forwards  to  those  for  the  face  ;  it  afterwards 
reached  upwards  to  those  for  the  lower  extremity."  The  sequence 
is  anatomically  perfect.  First  a  brachial  monoplegia;  then,  as 
the  blood  or  pressure  effect  extends,  a  facio-lingual ;  and  finally, 
a  crural  paralysis.  Again,  I  was  justified,  using  the  knowledge 
of  the  fact  that  cortical  lesions  of  the  motor  area  do  not  cause 
anaesthesia  in  any  form,  and  that  no  loss  of  sensation  was  present 
here  at  a  time  when  the  condition  of  the  man  permitted  that  fact 
to  be  tested,  in  assuming  that  the  pressure  was  probably  between 
the  dura  mater  and  bone ;  a  decision  to  which  I  was  farther  helped 
by  the  monoplegic  condition  which  at  first  was  present.  To  what, 
I  ask,  do  I  owe  the  knowledge  on  which  this  judgment  was  founded  ? 
Largely  to  the  humane  and  benevolent  investigations  of  those 
biologists  whom  weak,  credulous,  or  mistaken  people  are  actively 
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pelting  with  the  Terbal  filth  of  prejudice  and  ignorance — ^people 
who  would  prefer  that  this  man,  formed  in  the  image  of  his  Maker, 
should  die,  rather  than  their  feehle  sentiment  be  offended  hj  a 
painless  experiment  on  an  ape  I 

Another  pcunt  of  interest  is  the  very  large  size  of  the  clot 
which  was  present,  and  the  late  development  of  the  grave  symptoms 
which  were  producing  death.  The  clot  was  so  uniform  in  colour 
and  consistence  that  I  am  persuaded  it  was  all  the  result  of  one 
primary  or  intermediate  hsBmorrhage,  and  that  the  failure  of 
brain  power  on  the  ninth  day  was  due,  not  to  added  pressure,  but 
to  the  increased  intravascular  tension  due  to  the  vascular  spasm 
produced  by  irritation  of  the  sensory  nerves  or  their  centres, 
which,  as  Duret  has  shown,  can  destroy  life  before  the  amount  of 
extravasation  is  reached  which  is  capable  by  itself  of  producing  a 
fatal  disturbance  of  cerebral  function. 

As  bearing  on  localisation  of  function,  this  case  has  an  interest 
beyond  the  corroboration  it  affords  to  what  is  held  concerning  the 
seat  of  the  cortical  centres  for  the  various  parts  of  the  upper 
extremity,  and  the  situation  of  that  facio-lingual  area.  It  helps  to 
prove  what  is  generally  believed  as  probable,  that  the  centres  for 
the  leg  do  not  extend  behind  the  fissure  of  Rolando  into  the  superior 
parietal  lobule  at  the  point  indicated  by  Ferrier  as  No.  1  area.  I 
have  made  the  most  careful  measurements  of  this  man's  skull,  both 
by  the  methods  of  Beid  and  Thane,  and  I  am  satisfied  that  the 
centre  of  the  upper  trephuie  hole  covered  exactly  the  supei'ior  part 
of  the  fissure  of  Bolando  25  mm.  from  the  median  line.  If  it  be 
remembered  that  the  clot  was  found  to  extend  downwards  and 
forwards  from  the  lower  margin  of  this  opening,  it  will  be  at  once 
seen  that  it  did  not  at  its  postero-superior  limit  approach  within 
10  mm.  of  the  anterior  edge  of  the  fissure,  and  that  the  superior 
parietal  lobule  could  not  have  been  directly  engaged.  If  it  be 
urged  in  answer  to  this  that  the  pressure  producing  the  effect 
might  be  remote,  it  may  be  replied  that  in  this  case  the  remote 
pressure  effect,  that  on  the  medulla,  which  undoubtedly  did  exist, 
seemed  to  expend  itself  downwards  in  the  direction  of  gravity,  as 
might  naturally  be  expected. 
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Independent  of  these  pointa,  tifae  case,  as  one  in  whicb  no  defined 
bone  lesion  served  to  localize-  the  luDmorrhage,  belongs  to  a  class 
sufficiently  rare  to  deserve  notice.  If  I  required  any  other  apology 
for  presenting  it  at  such  length,  I  would  have  it  in  the  words  of  so 
eminent  a  surgeon  as  Mr.  Hutchinson,  who-  says,  speaking  of 
instances  of  effusion  of  blood  between  the  bone  and  dura  mater — 
'*  These  are  especially  important,,  because  generally  supposed  to  be 
capable  of  relief  by  treatment.  Yet  it  is  a-  remarkable  fact  that  the 
modern  annals  of  surgery  do  not,  so  far  as  I  am  aware,  contain  any 
cases  in  which  life  has  been  saved  by  trephining  for  this  state  of 
things"  (**CUn.  Lect.  Lond.  Hosp.,"  1867-68).  The  present  is 
but  one  of  two  instances  which  have  come  under  my  own  notice. 
In  the  Med.  Preta  and  Circular  of  Dec.  17th,  1879,  Mr.  Thomson 
communicated  the  case  of  a  child  whom  he  had  trephined  in 
the  Richmond  Hospital  during  the  early  part  of  that  year  for 
primary  subcranial  haemorrhage  over  the  right  parietal  region, 
and  who  made  an  excellent  recovery.  There  are  others  recorded, 
for  I  find  in  Ashhurst  40  cases  collected,  several  of  which  have 
occurred  within  the  last  20  years.  Of  these,.  24  recovered  and 
16  died ;.  22.  of  the  40'  were  primary  operations^  and  of  these  8 
proved  fatal ;  1 6^  were  secondary  operations,  and  of  these  8  recovered. 

The  lesson  of  this  case  has  impressed  itself  deeply  on  my  mind ; 
for,  in  other  practioe  as  well  as  in/  my  own,.!  have  seen,  instances 
in  which  life  might,  as  I  now  believe,  have  been  saved  by  operation 
such  as  this.  In  one  case  in  particular,  where  a  trephine  hole 
was  made  by  one  of  my  colleagues,  it  was  proved  aftevwavds  that 
the  opening  barely  escaped  the  discovery  of  a  dot,,  which  a  greater 
knowledge  of  localisation  than  we  then  possessed,  and'  a  second 
perforation,  would  have  enabled  us  to  discover  and  remove,  with 
the  probable  effect  of  saving  life. 

On  a  careful  study  of  the  light  which  modem  investigation  has 
thrown  on  the  localisation  of  intracranial  pressure,  and  the  security 
which  modern  surgical  methods  have  given  to  ihe  operation  of 
opening  the  cranium,  and  bearing  my  clinical  observation  of  deaths 
from  doubtful  intracranial  accidents  in  mind,  I  have  come  to  this 
conclusion  for  future  guidance — that  if  lam  indouht  I  will  operate; 
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that  whether  I  believe  the  blood  to  be  sabcranial  or  subdural,  I  will 
not,  80  long  as  evidence  of  such  constitutional  disease  or  local  con- 
dition as  points  to  apoplexy  is  absent,  allow  a  patient  to  die  without 
giving  him  the  chance  of  escape  from  a  fate  which  appears  inevitable 
if  the  surgeon  holds  back.  "Why  should  we  hesitate  to  open  the 
dura  mater  even  if  the  bleeding  be  arachnoid?  Are  not  the 
numerous  cases  which  exist,  of  recovery  when  the  brain  has  been 
exposed  and  extensively  lacerated,  sufficient  answer  to  the  policy 
of  hesitation  ? 
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A  REVERENCE  to  tbe  Statistical  records  of  Abercrombie,  Sir  William 
GuU,  and  Dr.  Sntton,  will  furnish  evidence  that  of  cerebral  abscesses 
the  traumatic  forms  are  those  which  occur  with  least  frequency. 
Thus  of  eighty-six  cases  collected  by  them,  only  twenty  resulted 
from  injury,  or  less  than  one-fourth  of  the  entire  number.  Of  these 
the  subdural  are  the  rarest,  and  it  is  to  this  form  that  I  desire  par- 
ticularly to  invite  attention. 

Until  comparatively  recently  cerebral  abscess  has  been  considered 
as  a  rule  a  necessarily  fatal  condition.  Undoubtedly  high  authorities 
such  as  Abercrombie,  Griesinger,  Lebert,  and  other  accurate  and 
trustworthy  observers  regarded  them  as  out  of  the  range  of  practical 
medicine,  and  the  fact  that  this  hitherto  hopeless  condition  has  of 
late  to  so  great  an  extent  been  rescued  from  the  confessed  impotence 
of  medicine,  must  be  regarded  as  not  the  least  among  the  modem 
triumphs  of  surgery.  Two  circimistances  have  doubtless  conduced 
to  bring  about  this  desirable  result;  one,  the  greater  knowledge 
that  has  been  recently  acquired  of  the  localisation  of  cerebral 
function,  injury  and  disease,  and  the  other,  the  application  of  the 
principle  of  antisepticism,  which  deprives  to  so  large  an  extent 
surgical  operative  interference  of  so  many  of  its  risks  and  dangers. 
The  surgeons'  hands  are  no  longer,  as  was  formerly  the  case,  weakened 
and  paralysed  by  the  dread  of  meningeal  or  encephalic  trouble 
resulting  directly  from  the  operation  of  trephining. 

It  must  be  admitted,  I  think,  that  the  advantages  to  be  derived 
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from  trephining  in  cases  of  cerebral  abscess  are  more  likely  to  be 
conspicuous  than  when  the  operation  is  performed  for  other  condi- 
tions causing  pressure.  I  allude  more  particularly  to  those  cases  in 
which  it  is  produced  by  some  solid  tumour  or  is  hsemorrhagic  in 
character.  The  facilities  for  localising  abscess  are  as  a  rule  greater 
than  in  these  cases,  and  there  is  less  risk  of  the  subsequent  occur- 
rence of  secondary  complications  at  a  period  more  or  less  remote 
from  the  time  of  the  operation. 

The  cases  of  subdural  traumatic  cerebral  abscess  that  have  been 
operated  on  have  been  comparatively  few.  I  have  in  fact  only 
ascertained  eleven  such,  operated  on  respectively  by  Dupuytren, 
Roux,  Caesar  Hawkins,  Bentz,  Hulke,  Sir  J.  Paget,  Marshall,  Lee, 
M'£wen  and  myself.  Of  these  eleven  cases  it  is  interesting  and 
encouraging  to  note  that  in  five  the  recovery  was  complete,  in  one 
there  was  recovery  but  with  loss  of  sight  and  a  subsequent  tendency 
to  epileptic  seizures,  leaving  only  five  out  of  the  eleven  in  which 
the  operation  was  unattended  with  success. 

The  rarity  with  which  the  operation  has  been  undertaken  has, 
doubtless,  to  a  large  extent  been  due  to  the  difficulties,  now  happily 
diminished,  of  localisation,  and  also  to  a  lack  of  confidence  in  dealing 
surgically  with  such  conditions  which  of  late  years  we  have  obtained 
from  a  clearer  and  more  thorough  appreciation  of  antisepticism.  In 
opposition  to  thb,  however,  it  may  be  said  that  perhaps  the  most 
brilliant  instance  on  record  of  successful  operative  effort  in  a  case  of 
traumatic  cerebral  abscess  occurred  in  the  pre-antiseptic  era.  I 
allude  to  the  case  operated  on  by  Dupuytren,  whose  bold  inter- 
ference, notwithstanding  its  successful  issue,  has  been  thoughtlessly 
described  as  reckless  and  hap-hazard.  For  example,  Mr.  Lawrence* 
observes,  in  reference  to  cerebral  abscess,  that  "  surgery,  speaking 
through  Sir  A.  Cooper  and  Sir  B.  Brodie,  declares  itself  as  impotent 
as  medicine  for  the  cure  of  such  a  malady,  for  although  it  b  recorded 
that  on  one  occasion  Baron  Dupuytren  actually  punctured  the  brain 
to  the  depth  of  an  inch,  after  which  the  patient  recovered,  the  result 
must  be  regarded  more  in  the  light  of  a  specially  lucky  chance  than 
as  constituting  a  precedent  which  would  warrant  a  like  procedure 

*  Edinburgh  Medical  Journal,  1869. 
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in  similar  circumstances."  Dupujtren's  operation  would  in  truth 
be  more  fittingly  described  as  one  suggested  bj  a  surgical  genius 
such  as  few,  if  any,  have  ever  before  or  since  possessed. 

In  connection  with  the  subject  of  cerebral  abscess,  the  two  fol- 
lowing cases,  which  were  under  my  care  in  the  Richmond  Surgical 
Hospital,  are  noteworthy  examples ;  and  the  details  connected  with 
them,  taken  with  the  others  to  which  I  have  already  alluded,  will, 
I  trust,  aid  in  arriving  at  some  definite  conclusions  which  possibly 
may  guide  us  in  our  future  appreciation  and  management  of  similar 
cases*  The  majority  of  them,  I  may  mention  in  passing,  are  signally 
illustrative  of  the  pathological  fact,  first  noted  by  Dease,  in  refer- 
ence to  the  usually  late  appearance  of  cerebral  trouble  after  cranial 
traumatisms. 

The  first  of  these  cases  occurred  in  the  autumn  of  1869.  The 
patient,  a  strong  powerfully-built  young  man,  aged  twenty-six,  was 
admitted  into  the  Richmond  Surgical  Hospital,  under  my  care,  in 
September  of  that  year.  He  had  gone  to  the  North  of  £ngland 
during  the  summer  to  obtain  employment  at  harvest  operations,  and 
during  a  dispute  with  some  of  his  fellow-labourers,  received  a  blow 
on  the  side  of  his  head,  over  the  left  temple,  with  the  handle  of  a 
reaping-hook.  He  was  stunned  by  the  blow,  but  soon  recovered, 
and  no  other  immediate  bad  consequence  of  the  injury  occurred. 
For  some  weeks  after  this  he  was  able  to  continue  his  work, 
suffering  from  nothing  but  occasional  headaches.  He  then  returned 
to  Ireland,  and  shortly  after  landing  on  the  quay  at  the  North  Wall, 
got,  it  was  said,  a  '^  weakness.'*  He  fell  and  became  insensible.  He 
was  then  brought  at  once  to  the  Richmond  Hospital,  and  I  was 
promptly  summoned.  I  found  the  patient  in  a  state  of  complete 
insensibility  ;  myosis  extreme,  and  pulse  slow.  He  had  retention 
of  urine ;  his  respiration  was  not  stertorous  however,  but  the  para- 
lysis, motor  and  sensory,  was  complete.  Shortly  after  his  admission 
into  hospital,  assisted  mainly  by  my  friend  the  late  Dr.  Henry 
Curran,  I  trephined  above  and  behind  the  left  temple,  at  the  situation 
of  the  cicatrix.  On  removing  the  bone  there  was  a  distinct  bulging 
of  the  dura  mater  through  the  opening,  I  made  an  incision  into  it 
and  evacuated  about  a  drachm  of  clear  straw-coloured  serous  fluid. 
There  was  no  appearance,  however,  of  pus,  which  was,  I  need  hardly 
say,  a  source  of  great  disappointment  to  me.    It  was  remarkable, 
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however,  that  even  the  relief  from  pressure  obtained  bj  the  trephin- 
ing and  evacuation  of  a  small  amount  of  serous  fluid  was  sufficient 
to  restore  a  certain  amount  of  sensibility,  as  was  evidenced  on 
touching  the  conjunctiva.  The  operative  measures  I  adopted  in 
this  case  did  not  go  any  further,  and  the  patient  was  removed  to 
bed.  The  following  day  he  died.  At  the  autopsy  an  abscess  con- 
taining fully  two  and  a  half  or  three  ounces  of  healthy  cream- 
coloured  pus,  and  lying  directly  under  the  dura  mater,  was  found 
situated  immediately  behind  the  situation  where  I  trephined.  Had 
I  gone  the  twentieth  of  an  inch  further  back  I  should  unquestion- 
ably have  opened  the  abscess. 

This  case,  I  need  hardly  observe,  occurred  in  the  pre-autiseptic 
and  pre-aspiration  era,  and  I  had  not  the  confidence  that  the  one, 
and  the  assistance  that  the  other  now  affords ;  but,  persuaded  as  I 
was  that  I  had  to  deal  with  a  case  of  intracranial  suppuration,  it 
will  ever  be  a  source  of  regret  to  me  that  I  desisted  from  the  course 
to  which  I  was  instinctively  prompted — viz.,  to  make  a  second,  or 
if  necessary  a  third  trephine  opening.  All  the  probabilities  are 
that  had  I  done  so  the  matter  would  have  been  reached,  and  the 
patient's  life  possibly,  indeed  probably,  saved. 

In  the  following  case  the  operation  of  trephining  was  attended 
with  a  more  satisfactory  result  :^- 

John  Brophy,  aged  twenty-foiur,  by  occupation  a  wall-plasterer, 
was  admitted  into  the  Richmond  Surgical  Hospital  on  July  29th, 
1887.  At  the  time  of  his  admission  he  was  in  a  heavy  drowsy 
condition.  Between  six  and  seven  weeks  before  his  admission  into 
hospital,  he  was,  on  a  Saturday  night,  during  a  dispute  with  some 
companions,  struck  on  the  head  with  a  poker.  For  a  small  scalp 
wound,  which  apparently  was  the  only  injury  which  resulted  from 
the  blow,  he  went  to  Jervis-street  Hospital,  where  the  wound  was 
dressed.  The  patient  was  not  detained  in  hospital,  and  on  the  fol- 
lowing Bionday  morning  went  to  work  as  usual.  He  continued  at 
his  employment  uninterruptedly  until  July  17th,  but  for  some  days 
before  this  his  appetite  had  been  failing  and  he  had  been  feeling 
rather  sick  and  drowsy.  He  complained  also  of  dizziness.  On  the 
night  of  the  17th  he  was  attacked  with  vomiting,  which  continued 
off  and  on  for  a  week.  Shortly  after  this  it  was  observed  that  he 
had  considerable  difficulty  in  speaking  and  making  himself  under- 
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stood.  He  was  admitted  into  Hospital  on  July  29th,  and  his  con- 
dition then  was  as  follows  : — ^There  was  a  small  woond  not  quite 
healed  at  the  upper  part  of  the  forehead,  about  an  inch  to  the  left 
side  of  the  mesial  line.  On  passing  a  probe  into  this,  denuded 
bone  could  be  felt,  and  apparently  a  slight  depression.  The  patient 
was  extremely  drowsy,  and  when  sitting  down  at  once  fell  asleep^ 
but  could  be  aroused  by  being  spoken  to  in  a  loud  voice.  He 
answered,  however,  only  in  monosyllables,  and  could  make  no 
attempt  at  describing  either  what  had  happened  to  him  or  what  he 
was  suffering  from.  His  pulse  was  42  ;  respiration  and  tempera- 
ture normal ;  pupils  even,  but  contracted.  On  the  31st  his  condi- 
tion was  much  worse  ;  he  could  only  be  roused  with  the  greatest 
difficulty  ;  his  water  was  passed  involuntarily,  and  paralysis  in  the 
extremities,  both  of  motion  and  sensation,  was  well  marked ;  his 
breathing,  however,  still  remained  normal,  no  evidence  of  stertor 
being  in  the  slightest  degree  present.  Power  of  deglutition,  too, 
was  found  at  this  time  to  be  lost,  and  as  the  day  wore  on,  the  stupor, 
from  which  it  was  found  perfectly  impossible  to  rouse  him,  became 
more  intense.  At  2  o*clock,  p.m.,  he  got  a  convulsive  seizure,  con- 
fined to  the  right  side:  the  leg  and  arm  were  rigidly  extended,  and  the 
hand  was  strongly  clenched  with  the  thumb  turned  under  the  fingers. 
These  convulsive  seizures  lasted  about  three  minutes,  during  which 
the  pulse  rose  from  40  to  100,  and  the  respirations  became  rapid, 
reaching  30  in  the  minute  ;  the  pupils  contracted  to  pins'  points  ; 
the  cornea  perfectly  insensible,  and  the  forehead  bathed  in  perspira- 
tion. On  the  convulsion  ceasing,  it  was  found  that  it  could  be  re- 
induced  by  tickling  the  soles  of  the  feet,  an  experiment  which  was, 
in  consequence,  not  repeated. 

The  case  was  clearly  in  extremis^  and  although  1  considered 
the  chance  of  relieving  the  patient  by  operation  was,  under  the 
circumstances,  a  remote  one,  I  deemed  it  possible  that  relief 
might  be  afforded  by  trephining,  and  that  the  operation  should  be 
performed  without  delay.  In  this  view  I  was  strengthened  by  the 
coinciding  opinions  of  my  colleagues,  Messrs.  Thomson  and  Corley, 
who  examined  the  case  with  me,  and  subsequently  assisted  at  the 
operation. 

At  5  30  p.m.  1  operated,  and  on  raising  a  triangular  fiap  of 
pericranium  over  the  situation  of  the  wound  1  found  that  there 
was  no  fracture  with  depression,  but  a  small  piece  of  the  outer 
table  of  the  bone  was  necrosed  and  completely  detached.  This, 
acting  as  a  foreign  body  and  source  of  irritation,  had  doubtless 
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prevented  the  external  wound  from  closing.  Having  removed  the 
detached  fragment,  I  next  applied  the  crown  of  a  trephine  so  as 
to  include  the  situation  where  the  loosened  piece  of  bone  had  been 
found.  On  raising  the  bone  and  exposing  the  dura  mater  no 
evidence  of  abscess  was  found.  Feeling  confident,  however,  I 
could  not  be  far  from  the  source  of  pressure,  I  punctured  the  dura 
mater  with  the  needle  of  a  hypodermic  syringe,  and  passed  it  down 
for  about  the  eighth  of  an  inch,  and  on  drawing  up  the  piston  of  the 
instrument  experienced  disappointment  at  getting  a  negative  result. 
I  then  passed  the  needle  still  deeper,  and  again  failed  to  reach  the 
matter.  I  was  about  to  withdraw  the  instrument  and  abandon  my 
efforts  to  relieve  the  patient,  when,  strengthened  hj  the  concurrence 
of  my  colleagues,  I  sank  the  needle  down  as  far  as  it  could  go. 
On  drawing  up  the  piston  once  more  I  gladly  perceived  a  few  drops 
of  pus  in  the  glass  receiver.  I  then  freely  opened  the  dura  mater, 
and  using  the  needle  as  my  guide,  I  passed  the  blade  of  a  narrow 
bistoury  down  to  the  abscess,  some  of  the  contents  of  which 
appeared  soon  at  the  surface  of  the  wound.  Acting  on  Mr. 
lliomson's  suggestion,  1  got  a  piece  of  India  rubber  tubing,  and 
passed  one  end  down  to  the  abscess,  and  attaching  the  other  to  the 
nozzle  of  a  medium  sized  glass  syringe-,  I  succeeded  in  drawing  or 
pumping  up  a  quantity  of  dark  coloured  grumous  pus.  Of  this  I 
obtained  one  ounce  and  two  drachms.  I  then  filled  a  glass  syringe 
with  a  one  per  cent,  solution  of  carbolic  acid,  and  thoroughly 
washed  the  abscess  cavity,  removing  subsequently  the  carbolic 
solution  by  drawing  it  up  in  the  way  I  done  with  the  pus.  A 
drainage  tube  being  then  left  in,  I  replaced  the  fiap,  uniting  the 
edges  with  numerous  catgut  sutures^  and  dressed  the  wound  with 
sal-alembroth  gauze  and  iodoform  wool. 

As  regard  the  situation  of  the  trephine  opening,  I  may  mention 
that  it  was  three  quarters  of  an  inch  ta  the  left  of  the  mesial  line, 
and  one  inch  in  front  of  the  coronal  sutures.  It  corresponded  to  a 
point  between  the  supero-  and  meso-frontal  convolutions.  In  order 
to  ascertain  the  size  and  direction  of  the  abscess  cavity  I  passed 
my  left  little  finger  into  it;  I  could  determine  its  limitation 
anteriorly,  laterally,  and  inferiorly.  Externally  and  inferiorly  its 
limitation  must  have  been  formed  by  Broca's  lobe,  but  posteriorly 
and  inferiorly,  although  I  passed  my  little  finger  as  far  as  possible, 
its  limit  was  not  reached,  and  my  belief,  one  shared  in  by  Professor 
Cunningham,  is  that  the  abscess  possibly  involved  the  lateral  ven- 
tricle. 
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The  beneficial  effects  of  the  operation  were  almost  immediate. 
His  pulse  from  being  40  per  minute  rose  to  120;  he  opened 
his  eyes  and  looked  about  intelligently.  After  the  wound  was 
dressed  he  made  an  attempt  to  speak,  and  when  asked  if  he  felt 
better,  answered,  with  tolerable  distinctness,  ^^Yes."  In  about 
half  an  hour  I  removed  the  patient  to  his  ward,  and  for  some  hours 
he  remained  on  his  back  quite  quiet,  the  only  disturbance  being  to 
make  him  take,  from  time  to  time,  some  warm  milk,  which  we 
found  him  able  to  swallow  without  difficulty.  Towards  evening 
he  turned  on  his  side  of  his  own  accord  and  fell  into  a  quiet  sleep. 
In  this  condition  I  found  him  on  making  my  visit  between  9  and 
10  p.m. 

The  next  morning  the  patient  was  able  to  talk  quite  clearly  and 
rationally;  he  passed  water  of  his  own  accord.  I  dressed  the 
wound,  but  did  not  remove  the  drainage  tube ;  the  patient's  con- 
dition was  in  every  way  most  satisfactory.  On  the  day  following, 
there  being  no  discharge  through  the  dressings,  and  the  pulse  and 
temperature  being  all  that  I  could  desire,  I  left  the  dressings 
undisturbed.  The  patient's  bowels  moved  quite  naturally.  From 
this  time  the  progress  of  the  case  towards  recovery  was  uninter- 
rupted. On  August  6th  I  removed  the  drainage  tube,  the  wound, 
except  at  the  point  where  the  tube  had  been,  being  completely 
healed. 

On  August  1  dth  the  patient  was  up  and  able  to  walk  about  the 
ward,  free  from  all  pain  and  feeling  quite  strong.  Shortly  after 
this  I  transferred  him  to  the  House  of  Sest  at  Merrion,  where  he 
remained  for  five  weeks,  at  the  end  of  which  time  he  was  able  to 
return  to  his  usual  avocation.  The  final  outcome  of  this  remarkable 
case,  if  disappointing,  is  of  much  interest.  For  nearly  nine  months 
after  -the  operation  the  patient  remained  perfectly  well,  and  quite 
able  to  follow  his  usual  occupation  as  a  wall-plasterer.  It  was 
t^en  stated  that  he  got  a  *^  fit,"  from  which  he  recovered,  and  he 
returned  the  following  day  to  his  work.  The  morning  after  this 
he  was  found  in  bed  in  a  state  of  complete  insensibility,  and  he  was 
then  brought  for  the  second  time  to  hospital.  Right  hemiplegia 
was  complete,  and  both  plantar  and  patellar  reflexes  were  lost ;  his 
face  was  pale,  but  lips  were  deeply  cyanosed.  Pulse,  160 ;  respira- 
tion, 60 ;  temperature,  101*8°.  He  had  frequent  convulsive  seizures 
after  he  came  to  hospital. 

Thinking  it  possible  that  tlieae  symptoms  might  be  due  to  the 
formation  of  a  second  abscess,  I  reflected  the  fli^  I  made  originally 
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at  tbe  trephining  opeiation,  and,  on  opening  the  dura  mater,  through 
some  thickened  cicatricial  tissues,  gaTO  exit  to  a  quantity  of  bloody 
serum;  I  then  passed  a  blunt-pointed  director  downwards  and  back- 
wards to  a  distance  of  5  cms.,  but  did  not  reach  any  pus  or  other 
fluid.  A  director  was  then  passed  downwards  and  slightly  forwards, 
when  a  considerable  quantity  of  serous  fluid  came  gushing  out. 
From  this  situation  I  removed  six  drachms  of  sero-sanguineous 
fluid,  dotted  with  white- coloured  flakes.  The*  effect  of  the  opera- 
tion was  to  reduce  the  pulse  from  150  to  100,  and  the  temperature 
from  105*1®  to  104*6°.  The  patient,  however,  never  rallied,  and 
died  the  day  following. 

Before  attempting  to  draw  any  conclusions  in<  reference  to  the 
signs  and  symptoms  of  traumatic  cerebral  abscess,  it  would  be 
desirable  to  take  a  survey — ^which  must  necessarily  be  a  very  rapid 
one — of  the  other  similar  cases  to  which  I  have  already  alluded. 
The  first  of  these  I  would  mention  is  the  well-known  case  described 
by  Ihipuytren,  one  remarkable  in  many  ways,  but  more  particularly 
from  the  great  and  exceptional  length  of  time  that  elapsed  between 
the  receipt  of  the  injury  and  the  development  of  signs  of  cerebral 
pressure.  The  patient  was  a  young  man,  who  was  struck  on  the 
top  of  his  head  with  a  knife  which  broke,  and  a  portion  of  it 
remained  in  the  perforating  wound.  This  healed,,  and  all  went 
on  well  for  several  years,  save  some  occasional  pains  about  the 
scar.  Symptoms  of  compression  suddenly  supervened,  and  he  was 
brought  into  hospital  in  a  state  of  stupefaction.  Dupuytren  ascer- 
tained the  existence  of  the  foreign  body  under  the  scar,  and 
trephined,  but  without  relief.  The  dura  mater  was  then  opened, 
a  deep  incision  made,  and  the  contents  of  a  large  abscess  evacuated. 
This  brilliant  operation  was  followed  by  complete  recovery. 

In  reference  to  the  great  length  of  time  that  in  Dupuytren's  case 
elapsed  between  the  receipt  of  the  injury  and  the  symptoms  of 
brain  pressure  from  abscess,  I  may  mention  that  another  case,  one, 
however,  which  was  not  operated  on,  has  been  recorded  by  Mr. 
Lawrence,  in  which  the  injury  of  the  head  preceded  the  death  of 
his  patient  from  abscess  in  the  brain  by  almost  five  years. 

M.  Boux  published  a  case  in  which,  after  trephining,  he  opened 
the  dura  mater,  but  with  a  negative  result*    He  proceeded  no> 
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further,  and  the  patient  died.  The  autopsy  revealed  a  large  abscess 
below  and  behind  the  spot  trephined,  immediately  under  the  cortical 
substance  of  the  brain. 

Mr.  Ccesar  Hawkins  has  also  recorded  an  instance  of  subdural 
cerebral  abscess,  in  which  the  symptoms  did  not  manifest  them* 
selves  until  a  month  had  passed  from  the  daefeeof  the  injury.  After 
trephining,  the  dura  mater  was  found  in  a  sloughy  state,  and  a 
large  opening  in  it,  through  which  escaped  a  quantity  of  matter. 
The  patient  died  five  days  after  the  operation,  and  an  abscess  was 
found  on  the  back  part  of  the  left  hemisphere,  reaching  down  to 
the  left  ventricle,  into  which  it  had  nearly  opened. 

A  case  of  cerebral  abscess,  resulting  from  -a.  gunshot  injury,  is 
recorded  in  the  American  Journal  of  Medical  Science,  by  Drs.  C. 
Fenger  and  £.  W.  Lee,  of  Chicago.  The  ball  did  not  penetrate 
the  cranium,  but  fractured  the  margin  of  the  orbit,  and  passed 
upwards  and  outwards  for  two  cms.  Here  it  lodged,  and  was  cut 
down  upon  and  extracted.  In  a  precis  of  the  paper  by  my  colleague 
Mr.  Thomson,  in  the  Dublin  Journal  of  Medical  Science,  1884,  it  is 
stated  that  in  forty  hours  the  patient  had  intense  headache  and 
pain  in  the  orbit,  he  vomited,  had  some  exophthalmos,  and  there 
was  loss  of  vision.  The  fracture  was  then  exposed,  some  bone 
removed,  and  a  small  abscess  in  the  orbit  evacuated.  A  month 
after  the  injury  he  was  able  to  leave  the  house,  but  he  soon  felt 
faint,  and  had  to  return  home.  A  day  later  he  became  drowsy, 
with  a  pulse  of  54,  and  finally  comatose.  The  temperature  was 
normal ;  there  was  no  paralysis. 

In  this  case  trephining  was  performed,  the  dura  mater  opened, 
and  a  succession  of  punctures  made  in  different  directions  and  of 
varying  depths  before  the  matter  was  discovered.  It  was  found  at 
a  depth  of  two  and  a  half  inches ;  about  an  ounce  and  a  half  of 
pus  was  withdrawn.  A  week  subsequently  the  patient  again 
became  comatose,  and  the  operation  was  repeated,  this  time  the 
needle  being  inserted  to  a  depth  of  fully  three  inches,  when  a  small 
quantity  (about  half  a  tea-spoonful)  of  thick  yellow  pus  was 
removed.  In  seven  weeks  from  this  time  he  resumed  his  dutv  as 
a  policeman.     Some  months  later,  in  July  and  again  in  December, 
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he  had  epileptic  seizoreSf  but  it  was  not  stated  whether  he  remained 
liable  to  these  subsequently. 

A  remarkable,  and,  as  far  as  I  can  ascertain,  the  first  case  in 
which  exploration  and  aspiration  were  employed  in  dealing  with 
cerebral  abscesses  was  a  case  published  by  Rents,  noted  in  Fenger 
and  Lee's  paper,*  in  which  aspiration  was  performed  in  a  case  of 
cerebral  abscess  twice  daily  for  a  period  of  twelve  weeks,  with 
complete  ultimate  recovery.  The  abscess  was  the  result  of  a 
punctured  wound  inflicted  with  a  knife  which,  as  in  Dupuytren's 
case,  broke,  and  the  point  was  left  impacted  in  the  tissues.  The 
wound  was  over  the  right  frontal  region.  Eleven  days  subse^ 
quently  to  the  receipt  of  the  wound,  symptoms  of  cerebral  pressure 
having  set  in,  the  wound  was  reopened  and  the  point  of  the  knife 
extracted.  This  was  followed  by  the  escape  of  foetid  matter.  In 
this  case  trephining  was  not  had  recourse  to,  but  the  abscess  was 
evacuated  by  aspiration  through  the  wound,  the  operation  being 
performed  twice  daily,  this  treatment  continuing  for  the  protracted 
period  of  twelve  weeks.  The  result  in  this  case  was  in  every  way 
satisfactory.  There  was  no  definite  proof  that  the  abscess  was 
subdural,  but  from  the  account  given  by  Rentz  he  was  obviously 
of  opinion  that  the  abscess  was  one  involving  the  brain  substance. 

For  the  purposes  of  exploration  Rents  has  recommended  blunt- 
pointed  needles  as  being  less  likely  to  injure  the  blood-vessels 
during  their  passage  through  brain  tissue.  The  suggestion  is,  I 
think,  a  sound  one,  and  deserving  of  adoption. 

Mr.  Macewen,  of  Glasgow,  has  had  considerable  experience  in 
both  epi-  and  sub-dural  cerebral  abscesses,  having  seen  ten  cases. 
Of  these  six  were  operated  on,  with  three  recoveries,  of  which  only 
one,  however,  had  a  distinctly  traumatic  origin.  The  particulars 
of  this  case  have  not  as  yet  been  published,  but  Mr.  Macewen  states 
that  the  cerebral  abscess  showed  itself  a  fortnight  subsequently  to 
the  receipt  of  the  injury,  and  was  attended  with  the  usual  signs 
indicative  of  brain  pressure.  It  was  not  situated  below  the  wound, 
and  its  presence  and  position  in  the  brain  had  to  be  determined  by 
the  exhibited  symptoms. 

*  Amer.  Jounud  of  Med.  Soieoce,  July,  1S84. 
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In  tbe  *^ Medico-Chirurgical  Transactions"  for  1879,  Mr.  Hnlke 
has  published  a  case  of  traumatic  cerebral  abscess.  The  patient 
vras  an  errand  boy  aged  fifteen,  who,  hurrying  out  of  a  factory, 
stumbled  against  an  iron  fence  by  which  his  forehead  was  grazed ; 
he  was  stunned,  but  soon  recovered.  For  a  month  he  remained  at 
his  employment,  and  then  began  to  be  troubled  with  nausea,  and 
soon  after  to  Tomit  occasionally.  On  admission  into  hospital  five 
weeks  after  this  injury,  the  symptoms  were  considered  indicative 
of  intra-cranial  inflammation.  The  following  day  incomplete 
hemiplegia  was  observed,  and  this,  with  the  other  symptoms  present, 
enabled  Mr.  Hulke  to  diagnose  cerebral  abscess.  Trephining  was 
performed,  and  a  fine  trocar  pushed  through  the  membranes  into 
the  brain ;  when  at  a  depth  of  about  an  inch  some  thin  greenis 
pus  rose  into  the  syringe.  A  free  opening  was  then  made  with  a 
narrow  knife  along  the  trocar,  and  a  considerable  quantity  of  pus 
evacuated ;  the  hemiplegia  and  retching  ceased  immediately  after 
the  evacuation  of  the  abscess.  Although  the  boy's  life  was  un- 
questionably saved  by  this  operation,  still  the  result  of  it  cannot 
be  said  to  have  been  satisfactory,  for  ultimately  the  patient  became 
blind  and  subject  to  epileptic  seizures. 

Sir  James  Paget ^  and  Mr.  Marshall^  have  each  published  a  case 
of  traumatic  cerebral  abscess,  in  which  they  performed  the  opera- 
tion of  trephining.  The  result,  however,  in  neither  case  was 
satisfactory,  owing  doubtless  to  the  fact  that  the  former  was  one 
of  multiple  cerebral  abscess,  and  the  other  one  of  extensive 
meningeal  inflammation  and  diffuse  suppuration. 

Among  the  points  in  these  cases  which  are  of  special  interest 
and  deserving  of  consideration,  are,  first  the  etiology  of  such  cere- 
bral abscesses,  and  also  the  remarkable  latency  of  the  symptoms 
usually  connected  with  them.  The  two  cases  I  have  recorded  in 
this  communication  do  notr— owing,  doubtless,  to  the  paralysis  in 
both  cases  having  been  so  profound — throw  much  light  on  the 
subject  of  the  localisation  of  cerebral  function ;  a  subject  which 
at  present  is  so  largely  exercising  the  surgical  mind.     As  regards 

«  Medical  Tiinet  and  Gasette,  1860. 
^  Lancet,  1867. 
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tbeir  etiologj,  we  mnst,  I  think,  accept  the  views  held  by  my  late 
colleagae  Dr.  M'Dowel,  and  also  Sir  W.  Gull — ^namely,  that  the 
traumatic  forms  of  these  abscesses  are  mainly  due  to  a  primary 
phlebitic  condition  of  the  veins  of  the  diploe,  which  vessels,  from 
their  intraosseous  position,  are  specially  prone  to  absorb  fluid,  and 
that,  as  results  of  this,  death  of  portions  of  the  cranial  wall  occurs, 
and  ultimately  cerebral  abscess. 

The  symptoms  connected  with  this  condition  must  necessarily 
vary  much.  In  the  first  place  they  depend  largely  on  the  locality 
in  which  the  abscesses  form.  Thus  it  has  been  pointed  out  by 
Huguenin,*  whose  remarks  are  quoted  by  Dr.  J.  Burney  Teo  in  his 
valuable  paper  on  this  subject,**  that  when  the  abscess  occurs  in 
the  temporal  lobes  '*  the  difficulty  of  diagnosis  is  increased  by  the 
circumstance  that  no  bands  of  fibres  which  are  direct  conductors 
of  sensibility  or  motion  pass  through  this  lobe."  An  abscess,  there- 
fore, may  attain  a  considerable  size,  and  may  cause  general 
symptoms  of  compression  before  any  distinct  symptoms  of  disease 
arouses  the  suspicion  of  a  localised  affection  of  the  brain ;  and  for 
this  reason  the  acute  abscesses  belonging  to  this  category  in  the 
great  majority  of  cases  have  not  been  positively  diagnosed. 

The  latency  of  the  symptoms  may  be  due,  therefore,  to  the 
occurrence  of  the  abscess  in  particular  situations,  or  to  the  brain 
being  able  to  endure  up  to  a  certain  point  an  amount  of  pressure, 
when  slowly  and  gradually  applied,  which,  when  suddenly  received, 
as  in  the  case  of  haemorrhage  or  bone  depression,  it  cannot  tolerate. 
It  seems  to  be  analogous  to  what  occurs  in  the  spinal  cord  in  cases 
of  vertebral  caries,  and  spinal  fracture  or  diastasis.  In  the  former 
the  cord  becomes,  if  I  might  so  express  it,  acclimatised  to  the 
pressure  it  sustains  consequent  on  the  great,  and  at  times  grotesque 
alterations  in  the  shape  of  the  column,  resulting  from  caries  of  the 
bodies  of  the  vertebrse.  In  the  case  of  fracture  or  displacement, 
however,  even  when  the  pressure  on  the  cord  is  slight,  but  suddenly 
produced,  the  symptoms  of  paralysis  are  promptly  and  distinctly 
manifested. 

*  Zienuaen's  Cydop.,  Vol.  XII. 
^  firituh  Med.  Juonua,  1879. 
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From  the  foregoing  observations  and  cases  which  I  have  adduced, 
the  following  propositions  may,  I  think,  be  stated  : — 

1.  That  after  the  primary  S3rmptoms  of  cerebral  traumatism  have 
subsided  there  is  frequently  a  latent  period  of  varying  length, 
during  which  there  are  no  distinct  brain  symptoms  connected  with 
abscess  formations  whatever. 

2.  That  their  appearance  is,  as  a  rule,  sudden,  and  if  uninterfered 
with,  they  run  a  rapidly  fatal  course. 

3.  That  the  occurrence  of  pus  production  resulting  from  cerebral 
traumatisms  is  not  incompatible  with  a  perfectly  apyrezial  con- 
dition. 

4.  That  this  latter  fact  will  probably  aid  in  differentiating 
traumatic  cerebral  abscess  from  meningeal  or  encephalic  inflamma- 
tion. 

5.  That  both  as  regards  colour  and  consistence  there  is  great 
variety  in  the  contents  of  cerebral  abscess  cavities,  and  that,  as 
as  shown  in  Wilm's  case,  published  by  Rose  of  Berlin,  they  may 
become  transparent. 

6.  That  antisepticism  has  lapgely  diminished  the  risks  of  the 
operation  of  trephining. 

7.  That  having  regard  to  the  great  mortality  of  cases  of  cerebral 
abscess  when  uninterfered  with — ^viz.,  from  90  to  1 00  per  cent.-* 
that  the  operation  is  indicated  even  when  the  patient  is  in  extremis. 

8.  That  in  the  case  when  the  trephine  opening  does  not  correspond 
to  the  situation  of  the  abscess,  exploratory  puncture  and  aspiration 
may  be  employed. 

9.  That  by  the  adoption  of  this  measure  the  necessity  for  multiple 
trephine  openings  can  be  largely  obviated. 

10.  That  the  employment  of  a  blunt-pointed  aspirating  needle, 
as  suggested  by  Rentz,  is  probably  the  safest  mode  of  exploration 
and  evacuation. 

11.  That  drainage  is  desirable  in  the  after  treatment  of  such 
cases. 

12.  That  both  during  and  subsequent  to  operative  interference 
in  these  cases  a  rigid  antisepticism  is  imperatively  required. 


CASE  OF  TRAUMATIC  APHASIA  SUCCESSFULLY 
TREATED  BY  THE  REMOVAL  OF  A  BLOOD- 
CLOT  FROM  THE  INTERIOR  OF  THE  CERE- 
BRUM. 

Br  CHARLES  B.  BALL,  M.D.,  M.Ch.  ; 

Fellow  and  EsMnincr  In  Surgery,  Royal  College  of  Surgeons  in  Treland  ; 
Uniyertity  Ezamlner  in  Surgery ;  Surgeon,  Sir  Patrick  Dun's  HoepitaL 

[Bead  before  the  Seetion  of  Surgery,  February  24, 1888.] 

F.  B.,  aged  twenty-six  years,  was  admitted  into  Sir  Patrick  Dan's 
Hospital,  September  Ist,  1888.  He  stated  that  dming  a  drunken 
squabble,  ten  days  previously,  his  father  had  struck  him  on  the 
head  with  a  penknife.  I  was  unable  to  get  any  reliable  account  of 
his  condition  immediately  subsequent  to  the  injury,  but  the  follow- 
ing day  he  presented  himself  at  another  hospital  and  had  his  wound 
dressed.  He  said  that  at  that  time  he  had  difficulty  in  speaking 
correctly,  and  that  this  difficulty  has  increased  somewhat  during 
the  last  few  days,  and  that  pain  in  the  left  side  of  his  head,  which 
had  been  present  al]  the  time,  had  lately  increased  considerably. 

Upon  examination  a  small  scar  was  found  adherent  to  the  scalp 
over  the  squamous  portion  of  the  left  temporal  bone.  The  exact 
position  of  this  wound  was  as  follows : — ^Two  and  a  half  inches 
from  the  back  of  the  mastoid  process ;  two  inches  from  the  exter- 
nal angle  of  the  orbit,  and  three-quarter  inch  above  the  zygoma  on 
the  left  side.  The  scab,  when  detached,  showed  a  cicatrix  appa- 
rently extending  deeply  through  the  temporal  muscle,  but  the  wound 
was  qnite  healed. 

Classifying  the  symptoms  presented  by  this  man  during  his  stay 
in  hospital,  we  found  that  his  aphasia  was  of  a  somewhat  complex 
character,  and  that  both  forms  of  motor  and  sensory  aphasia  were 
to  a  certain  extent  present. 
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Motor  Aphasia  (speaking). — He  used  wrong  words  in  sentences 
which  he  originated  himself — e.g.,  he  said  he  had  a  ''man"  in  his 
ear  when  he  meant  ''  pain ;"  and  although  he  sometimes  spoke  so 
as  to  be  inteUigible,  yet  at  others  he  introduced  such  a  number  of 
wrong  words  that  it  was  impossible  to  understand  what  he  desired 
to  communicate.  He  was  unable  to  name  correctly  common  objects, 
such  as  a  watch,  a  ring,  a  chain,  a  bottle,  &c.  Although  he  called 
a  watch  a  "  pin"  or  a  "  stone,"  or  some  name  of  that  kind,  he  was 
usually  able  to  tell  the  time.  When  shown  a  coin  of  any  kind  he 
invariably  at  once  said  *' money,"  and  appeared  highly  satisfied 
with  his  sagacity,  but  was  unable  to  name  the  coins  shown  him, 
with  the  exception  of  sixpence,  which  he  always  called  a  ''  tanner." 
(Writing) — He  was  able  to  write  his  name  with  ease  and  in  a  good 
hand,  and  was  able  to  copy  writing,  but  was  absolutely  unable  to 
write  words  which  he  originated  himself  or  from  dictation;  his 
attempts  to  do  so  did  not  show  a  single  properly-formed  character. 

Sensory  Aphasia  (word  blindness). — ^When  given  a  book  to  read 
he  said  the  words  ran  into  one  another  and  he  was  unable  to  make 
them  out.  When  he  attempted  to  name  printed  words  he  was 
nearly  always  wrong.  (Word  deaf  ness)— When  asked  questions  his 
answers  were  sometimes  so  irrelevant  as  to  suggest  that  he  had 
not  appreciated  the  meaning  of  the  query  correctly.  When  asked 
if  he  would  like  some  dinner,  he  said,  ''  I  am  a  bit  better."  When 
told  to  put  out  his  tongue  he  opened  his  mouth  only,  but  when  he 
was  set  an  example  he  at  once  protruded  his  tongue;  this  was 
frequently  tried  with  the  same  result. 

There  was  no  paralysis  whatsoever  to  be  detected  of  any  of  the 
voluntary  muscles  when  he  came  under  my  observation,  and,  judging 
from  the  fact  that  the  day  after  the  injury  his  case  was  not  con- 
sidered sufficiently  grave  for  admission  into  another  hospital,  there 
could  not  at  that  time  have  been  any  overt  paralysis.  Hearing 
and  sight  were  good  on  both  sides,  and  ophthalmoscopic  examina- 
tion revealed  nothing.     Sensation  was  everywhere  normal. 

Five  days  after  his  admission  his  symptoms  had  so  much  increased 
that  it  was  determined  to  operate.  A  flap  was  turned  down,  includ- 
ing portion  of  the  temporal  muscle,  and  containing  in  its  centre 
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the  cicatrix ;  this  disclosed  a  wound  of  the  squamous  portion  of 
the  temporal  bone  of  a  size  and  shape  likely  to  be  produced  by 
the  small  blade  of  an  ordinary  penknife,  held  horizontally,  with 
the  back  of  the  knife  towards  the  patient's  back,  and  the  edge 
looking  directly  forwards.  A  medium-sized  trephine  was  now 
applied,  and  a  circle  cut  out,  containing  in  its  centre  the  cut  in 
the  bone ;  this  was  attended  with  some  difficulty,  as  the  lower  part 
of  the  circumference  was  exceedingly  thin,  while  the  upper  portion 
was  tolerably  thick ;  the  piece  was,  however,  removed  without 
injury  to  the  dura  mater  by  the  trephine.  It  was  foimd  that  the 
knife  had  perforated  the  dura  mater  and  brain.  The  wound  in 
the  dura  mater  was  enlarged,  in  doing  which  the  large  posterior 
branch  of  the  middle  meningeal  artery  was  divided,  and  gave  some 
little  difficulty  to  control ;  this  vessel  had  very  narrowly  escaped 
injury  by  the  penetrating  knife.  A  sinus  forceps  was  gently 
passed  along  the  brain  wound,  and  the  blades  separated,  when  a 
dark-coloured  blood-clot  presented,  and  was  gradually  extruded  by 
the  internal  brain  pressure.  Some  more  fragments  of  clot  were 
removed  by  the  sinus  forceps,  and  by  a  stream  of  weak  perchloride 
of  mercury  solution  from  a  syringe.  A  drainage-tube  having  been 
introduced,  the  flap  was  replaced  and  held  in  position  by  deep 
sutures,  including  the  temporal  muscle. 

On  the  evening  of  the  same  day  the  patient  was  much  more 
rational,  and  carried  on  a  long  conversation,  with  very  few  mistakes 
in  his  selection  of  words.  Next  morning  he  was  again  more 
aphasic,  and  it  was  found  that  the  drain  had  become  blocked. 
Upon  freeing  it  a  considerable  quantity  of  fluid,  containing  broken- 
down  blood-clot,  was  removed,  and  his  power  of  speech  improved. 
He  made  an  uninterrupted  recovery,  and  regained  completely  his 
power  of  writing,  reading,  and  speaking. 

In  this  case  I  believe  the  knife  penetrated  the  superior  tempero- 
sphenoidal  convolution,  traversed  the  fissure  of  Sylvius,  and  pro- 
bably injured  Broca's  convolution,  and  that  his  symptoms  were  due 
to  a  blood-clot  in  the  fissure  of  Sylvius,  which  was  bre€d£ing  down, 
and  which  was  evacuated  by  timely  surgical  operation. 


ON  SUPRA-PUBIC  LITHOTOMY  AND  VESICAL 

SUTURE. 

By  KENDAL  FRANKS,  M.D.,  Univ.  Dubl.  ; 

Fellow  and  Member  of  Coancil  of  the  Koyal  College  of  Snrgeons  in  Ireland  ; 

Surgeon  to  the  Adelaide  Hospital,  Dublin. 

[Bead  before  the  Section  oi  Soigerj,  April  18,  1888.] 

Although  I  have  adopted  the  method  of  sapra-pubic  lithotomy 
for  the  removal  of  vesical  calculi  only  in  a  single  case,  I  think  it  is 
scarcely  necessary  to  offer  any  apology  for  bringing  the  subject 
before  the  Royal  Academy  of  Medicine  in  Ireland,  because,  in  the 
first  place,  the  revival  of  this  operation  dates  only  from  1880, 
when  Petersen,  of  Kiel,  demonstrated  the  effects  of  distension  of 
the  rectum  and  bladder  upon  the  anterior  vesical  fold  of  the  peri- 
toneum; and,  secondly,  because  this  operation  has  not  yet  been 
discussed  by  this  Academy,  although  it  has  excited  much  interest 
and  discussion  both  in  England  and  in  other  countries.  The 
6peration  itself  is  not  a  new  one.  Whether  it  was  ever  attempted 
by  the  ancients  is  a  question  for  speculators  who  revel  in  the 
mists  of  antiquity,  but  the  first  authenticated  case  was  recorded  by 
Pierre  Franco,  of  Lausanne,  in  1556.  He  thus  describes  the  case 
in  his  work  ''Petit  Traite  sur  les  Hernies": — '*It  occurred  once 
that  I  wished  to  remove  a  stone  from  a  child  of  ten  years  or  so, 
but  in  spite  of  all  my  efforts  I  could  not  bring  it  down  to  the  neck 
of  the  bladder.  In  view  of  that  fact,  that  the  patient  was  very 
much  exhausted  by  his  sufferings,  and  that  the  parents  desired 
rather  that  he  should  die  than  live  in  such  agony,  also  that  I  did 
not  wish  it  to  be  a  reproach  to  me  that  it  should  not  be  extracted, 
although  it  was  foolish,  I  decided  to  cut  the  bladder  from  the  pubis, 
a  little  to  the  left.  This  I  did,  cutting  upon  the  stone,  which  I  had 
raised  up  with  my  fingers  inserted  in  the  fundament,  and  held 
under  control  by  the  hand  of  an  assistant,  who  compressed  the 
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abdomen  into  the  pelvis,  and  in  this  way  I  extracted  it.  The 
stone  was  as  hirge  as  an  egg.  Nevertheless,  the  wound  consolidated 
and  was  healed.  However,  I  would  not  advise  anybody  to  do  this, 
but  rather  to  use  the  procedure  devised  bj  us,  of  which  we  have 
spoken."  •  • 

Franco's  advice  seems  to  have  been  followed  generally,  and  we 
do  not  hear  much  of  the  operation  until  1680,  when  Hildanus 
described  it,  urging  the  necessity  of  bringing  the  stone  into  position 
near  the  opening,  by  putting  the  fingers  into  the  rectum  for  that 
purpose.  ''  It  is  interesting  to  observe,"  says  Sir  Henry  Thompson, 
'*  that  at  this  early  date  there  was  a  recognition  of  the  advantage 
to  be  obtained  by  making  pressure  on  the  stone  in  a  direction  from 
below  upwards  through  the  rectum."  ^ 

The  next  published  case  of  supra-pubic  cystotomy  was  by  Proby, 
a  Dublin  surgeon,  who  removed  a  bodkin  from  the  bladder  of  a 
young  woman,  aged  twenty,  in  1694. 

The  subsequent  history  of  the  high  operation  is  one  of  warm 
discussions  between  its  few  supporters  and  its  host  of  opponents. 
Its  struggle  for  existence  threatened  to  terminate  fatally.  In  the 
earlier  part  of  this  century  it  had  scarcely  got  beyond  the  position 
described  by  B^gin  in  1826,  that  it  should  be  resorted  to  only  in 
those  cases  where  '^deformity  of  the  pelvis  and  the  size  of  the 
stone  rendered  the  perinaoal  operation  impossible." 

During  the  present  century,  however,  the  high  operation  has 
enjoyed  a  much  larger  share  of  support  than  formerly,  and  that 
even  before  the  modifications  or  improvements  introduced  by 
Petersen,  of  Kiel,  in  1880,  placed  the  supra-pubic  method  upon  its 
present  popular  basis.  Thus  we  find  that  Dr.  C.  W.  Dalles,  of 
America,  collected  636  cases  of  the  high  operation  performed  by 
the  older  methods  up  to  July,  1881,  70  of  these  being  done  by 
American  surgeons."  The  total  death-rate  has  been  28*6  per  cent., 
or  1  in  8 '5.  The  operation  has  usually  been  reserved  for  large 
stones,  and  when  we  compare  the  results  obtained  by  the  sectio- 

*  Auudi  of  Soigory.    YoL  II.,  p.  170. 

^  On  Sapr»-pabio  Lithotomy.    Thompson.    1886.    P.  S. 

•  OroM.     SyHttim  of  Surgerj.    1882.     Vol.  II.,  p.  759. 
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aha  in  these  cases  with  the  results  of  lateral  lithotomy,  based  on 
the  table  of  perineal  operations  published  by  Keith  in  1869,*  we 
find  that  even  under  the  unfavourable  conditions  of  the  older 
methods  the  supra-pubic  operation  gives  decidedly  the  best  results 
for  large  stones.  In  the  case  of  small  calculi — that  is,  calculi 
weighing  less  than  an  ounce — ^the  death-rate  by  the  old  supra- 
pubic method  is  9*3  per  cent,  and  by  the  lateral  method  8*9  per 
cent.,  results  so  nearly  equal  that  it  is  not  to  be  wondered  at  that 
when  improved  methods  of  operating,  based  on  Petersen's  researches, 
were  thrown  into  the  scale  on  the  side  of  the  high  operation  they 
should  have  given  it  such  a  stimulus  as  to  threaten  to  extinguish 
the  lateral  method. 

Prof.  Petersen,  of  Kiel,  in  his  paper,  read  before  the  Congress 
of  German  Surgeons  in  April,  1880,  advocated  a  return  to  the 
supra-pubic  method.^  In  detailing  the  dangers  which  had  hitherto 
beset  this  operative  procedure,  he  enumerated  three  chief  causes, 
and  shows  how  each  of  these  may  be  met.  These  dangers  are — 
septic  infection,  urinary  infiltration,  and  injury  to  the  peritoneum. 
Septic  infection  is  prevented  by  the  adoption  of  antiseptic  precau- 
tions to  an  extent  which  the  lateral  method  does  not  admit  of. 
Urinary  infiltration  he  proposed  to  combat  by  means  of  suture  of 
the  bladder  wound ;  and  in  order  to  prevent  injury  to  the  peri- 
toneum he  urged  the  adoption  of  distension  of  the  rectum,  together 
with  distension  of  the  bladder,  by  means  of  which  the  pre-vesical 
fold  of  the  peritoneum  is  drawn  or  pushed  upwards,  leaving  suffi- 
cient room  above  the  pubis  for  operation,  without  fear  of  peritoneal 
injury.  None  of  these  recommendations  is  new,  nor  can  Prof. 
Petersen  claim  priority  for  any  one  of  these  suggestions.  Anti- 
septic surgery  is  the  copyright  of  Sir  Joseph  Lister.  Suture  of 
the  bladder  in  supra-pubic  lithotomy  was  recommended  as  far 
back  as  1581  by  a  French  surgeon,  Rousset,  and  was  attempted  by 
several  surgeons  previously  to  1880 ;  whilst  the  effect  of  rectal  and 
vesical  distension  upon  the  pre-vesical  fold  of  peritoneum  was 
demonstrated  by  Dr.  J.  G.  Garson,  of  Edinburgh,  in  a  paper  read 

*  Britiah  Medical  Joarnal.     March  20,  1860. 

^  Ueber  Sectio-Alta.    Arohiv  fttr  Chiroxgie.    liangenbeck.     1880. 
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before  the  German  Congress  in  1878,  and  from  him,  no  doabt, 
Prof.  Petersen  adopted  the  idea  and  put  it  to  practical  use.  To 
Petersen  undoubtedly  is  due  the  credit  of  combining  and  of 
applying  methods  which  have  placed  this  operation  upon  the  firm 
foundation  which  it  occupies  to-day. 

Before  discussing  the  various  points  which  are  raised  by  a  con« 
sideration  of  this  subject,  I  will  shortly  detail  a  case  in  which  the 
modernised  operation  of  supra-pubic  lithotomy  was  adopted : — 

Case. — H.  M.,  a  land  steward,  aged  sixty-five,  was  sent  up  to 
me  by  Dr.  David  Jacob,  of  Maryborough,  and  was  admitted  into 
the  Adelaide  Hospital  on  May  drd,  1887.  He  was  suffering  from 
vesical  calculus.  Dr.  Jacob  wrote  to  me  to  say  that  he  had  no 
difficulty  in  finding  the  stone,  but  considered  that  the  case  was  not 
a  suitable  one  for  lithotrity.  The  sound,  which  he  passed  readily, 
caught  the  stone,  "and  apparently  fairly  indicated  its  size  at  1 
inch  or  §  inch  "  in  diameter. 

He  was  a  tall,  large,  heavy  man,  who  had  enjoyed  excellent 
health  all  his  life  until  two  years  previously,  when  he  noticed  the 
urine  to  be  of  a  dark  coffee  colour.  Frequent  micturition  soon 
followed.  A  year  later  he  had  great  uneasiness  when  sitting  up, 
and  a  burning  pain  in  the  urethra,  shooting  down  to  the  end  of 
the  penis  after  passing  water.  At  this  time  he  frequently  had  to 
pass  water  every  hour,  and  sometimes  he  could  not  prevent  its 
escaping  into  his  clothes.  For  the  last  three  months,  under  Dr. 
Jacob's  care,  he  had  much  improved.  He  had  passed  no  blood 
since  the  17th  of  March,  1887.  Since  then  the  pain  after  micturi- 
tion had  disappeared,  and  he  was  able  to  retain  his  urine  for  two 
or  three  hours.     It  had  become  quite  clear. 

The  day  after  his  admission  to  hospital  the  urine  was  examined. 
Its  specific  gravity  was  1022 ;  it  was  acid,  and  after  standing  a 
short  time  a  dense,  gelatinous,  whitish  precipitate  appeared ;  it  con- 
tained a  small  quantity  of  albumen,  and  the  microscope  revealed 
pus  cells,  together  with  many  triple  phosphate  crystals. 

On  May  7th  the  patient  was  put  under  chloroform.  An  ordinary 
Thompson's  sound  was  found  too  short  to  reach  the  bladder,  and  a 
veiy  long  one  had  to  be  used.  The  finger  passed  into  the  rectum 
discovered  a  very  large  smooth  prostate,  beyond  which  the  finger 
could  not  reach.  The  sound  struck  a  stone,  as  it  was  being  with- 
drawn with  the  curve  turned  upwards  and  the  handle  well  depressed. 
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The  stone  was  evidently  lodged  behind  the  pubes,  and  was  of  a 
fairly  large  size.  On  account  of  the  great  depth  of  the  perinaeum, 
and  believing  that  the  supra-pubic  operation  would  in  such  a  case 
be  a  safer  and  better  procedure  than  a  lateral  litliotomj,  I  put  it  in 
practice  on  May  10th,  1887. 

As  the  patient  was  found  to  have  a  mitral  systolic  murmur, 
one-sixth  of  a  grain  of  morphin  was  first  given  hypodermically,  and 
then  anaesthesia  was  produced  with  chloroform,  the  effect  being  kept 
up  with  ether.  The  pubes  was  shaved,  then  scrubbed  well  with 
soap  and  water,  and  finally  washed  with  corrosive  sublimate  solu- 
tion (1  in  1,000).  Thompson's  rectal  bag  was  then  oiled,  introduced 
into  the  rectum,  and  distended  with  12  ozs.  of  water.  A  soft  rubber 
catheter  was  passed  into  the  bladder,  and  through  it  8  ozs.  of  a  5 
per  cent,  solution  of  boric  acid  was  injected.  The  return  of  the 
fiiiid  was  prevented  by  tying  another  soft  rubber  catheter  round 
the  penis,  without  withdrawing  the  catheter  which  had  been  passed 
into  the  bladder.  An  oval  tense  tumour  could  be  at  once  detected 
in  the  abdomen  above  the  pubes.  On  account  of  the  great  quantity 
of  adipose  tissue  covering  the  abdomen,  the  initial  incision  was 
made  four  inches  long  in  the  middle  line.  The  fat  was  two  inches 
thick.  The  linea  alba  and  the  fascia  transversalis  were  divided 
seriatim  to  the  whole  extent  of  the  original  incision  in  the  abdomen. 
The  fold  of  the  peritoneum  was  discovered  at  the  upper  part  of  the 
incision,  but  was  nearly  three  inches  above  the  pubes.  There  was 
a  large  quantity  of  previsceral  fat,  which  was  scraped  through  with 
a  blunt  knife,  and  the  bladder  exposed,  which  was  not,  however, 
fully  distended.  The  bladder  was  hooked  up  on  a  tenaculum  passed 
through  its  walls  parallel  to  the  line  of  incision,  and  an  opening 
was  made  into  the  bladder  large  enough  to  admit  a  finger.  Fluid 
at  once  poured  out.  A  finger  passed  through  the  wound  first  came 
upon  the  rubber  catheter  and  beneath  it  three  hard  calculi.  The 
wound  in  the  bladder  was  then  enlarged  to  two  inches,  and,  by 
means  of  a  lithotomy  scoop  and  a  finger,  the  calculi  were  extracted 
one  by  one.  The  bladder  itself  seemed  to  be  quite  healthy.  I 
therefore  determined  to  attempt  to  get  union  by  first  intention  by 
careful  suture.  Accordingly  I  introduced  six  or  seven  Lembert's 
sutures  of  catgut,  passed  through  the  external  and  muscular  coats 
alone,  the  mucous  coat  being  carefully  inverted.  I  then  put  in  a 
continuous  suture,  top-sewing  the  fibrous  coat  together,  so  as  to 
completely  cover  in  and  hide  the  first  row  of  sutures.  Eight  ounces 
of  the  boric  acid  solution  were  now  injected  into  the  bladder  to 
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distend  it,  but  the  suture  was  complete  and  there  was  no  leak.  A 
drainage  tube  was  now  placed  in  the  wound,  extending  from  the 
upper  luigle,  so  as  to  be  as  far  as  possible  removed  from  a  source 
of  infection,  and  reaching  down  behind  the  pubes  and  beneath  the 
fascia  transversalis.  This  fascia,  the  linea  alba,  and  the  skin,  were 
then  sutured  in  successive  layers.  Iodoform  was  dusted  over  the 
wound,  which  was  dressed  with  sal-alembroth  gauze,.,  covered  with 
a  wood-wool  pad,  and  firmly  bandaged.  The  rectal  bag  was 
removed,  but  the  cathet^  was  retained  in  the  bladder,  and  the  urine 
was  conducted  through  an  India-rubber  tube  to  a  vessel  beneath 
the  bed. 

The  subsequent  history  of  the  case  may  be  epitomised.  The 
temperature  on  the  day  following  operation  reached  101*2%  but  on 
the  fourth  day  it  became  absolutely  normal  and  remained  so  through- 
out. On  the  fifth  day  the  catheter  was  removed,,  and  directions 
were  given  that  the  urine  should  be  drawn  off  every  four  hours. 
On  the  twelfth  day  the  catheter  was  discontinued,  as  the  patient 
was  able  to  void  urine  naturally.  As  to  the  abdominal  wound  it 
healed  in  its  entire  length  by  first  intention,  except  along  the  track 
of  the  drainage  tube;  This  was  not  removed  until  the  19th  of 
May — u€,y  the  tenth  day.  I  kept  it  in  thus  long  on  the  chance 
of  any  urine  leaking  through  the  bladder  wound,  but  this  never 
occurred.  The  sinus  left  by  the  drainage  tube  cliseed  rapidly  as 
soon  as  the  latter  was  withdrawn. 

The  patient  was  aUowed  up  about  the  wards  on  the  fourteenth 
day,  but  although  perfectly  well  he  was  kept  under  observation 
until  the  5th  of  June — ^that  is,  five  weeks  from  the  time  he  was 
admitted.     He  is  still  in  perfect  health. 

The  stones  removed  weigh  respectively  237  grs.,  214  grs.,  and  215 
grs. ;  in  all,  666  grs.^that  is,  10|  grs.  more  than  1-^  ozs.  They 
measure  respectively  1x1^^  inches,  If  x  1^  inches,  and  If  X  1-^ 
inches. 

It  is  interesting  to  observe  the  great  similarity  these  calcyli 
present  in  appearance^  size,  and  weight. 

In  this  case  we  have  illustrated  the  three  factors  of  success 
urged  by  Petersen — namely,  antiseptic  precautions,  vesical  suture, 
and  double  distension,  both  rectal  and  vesical.  Of  the  first  of 
these  I  need  say  nothing,  as  operating  surgeons  all  over  the  world 
are  practically  agreed  at  present  on  their  efficacy.  Of  suture  of 
the  bladder  we  are  far  from  unanimity.     Sir  Henry  Thompson  does 
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not  employ  it;  in  France  it  is  rarely  resorted  to;  in  Germany  we 
find  some  of  its  most  ardent  supporters  and  its  bitterest  opponents. 
It  cannot  l)e  denied  that  suture  of  the  bladder,  when  successful, 
attains  the  ideal  in  supra-pubic  cystotomy.  But  the  whole  essence 
of  the  question  lies  in  the  reservation  "when  successful."  Unfor- 
tunately, vesical  suture  has  a  long  array  of  failures  to  contend 
with — ^failures,  I  mean,  in  the  sense  that  the  sutures  have  not 
succeeded  in  preventing  the  urine  from  flowing  through  the  abdo- 
minal wound.  But,  on  the  other  hand,  suture  of  the  bladder  has 
been  sufficiently  often  successful  to  encourage  surgeons  in  attempt- 
ing it.  Of  course,  it  is  understood  that  I  am  dealing  only  with 
suture  of  that  part  of  the  bladder  which  is  not  covered  with 
peritoneum. 

Now  let  me  shortly  examine  the  objections  which  have  been 
made  to  the  immediate  closure  of  the  bladder  by  suture  in  supra- 
pubic cystotomy.  Firstly,  it  has  been  stated  by  some,  and  most 
positively  by  so  eminent  a  surgeon  as  Trendelenburg,*  that  it  is 
almost  impossible  to  cite  a  single  case  in  which  the  urine,  either 
entirely  or  in  part,  has  not  in  a  short  time  made  its  way  through 
the  abdominal  wound — ^in  other  words,  that  it  is  usdess  to  attempt 
suture,  because  it  always  fails.  Now,  what  are  the  facts?  In  a 
table  published  by  Dr.  Schmitz,  of  St.  Petersburg,  in  1886,^  in 
which  he  had  collected  together  all  the  cases  of  vesical  suture 
known  to  him  up  to  date,  we  find  it  had  been  attempted  in  55  cases 
in  which  the  result  was  known.  Of  these,  1 7  cases  healed  by  first 
intention.  The  first  case  on  record  was  that  of  Lotzbeck  in  1858,° 
and  which  proved  a  complete  success.  The  same  operator  scored 
the  second  success  in  1859.  The  next  two  successful  cases  were 
by  English  surgeons,  Sir  Joseph  Lister  and  Mr.  Gamgee,  both  in 
1873.  Since  the  publication  of  Schmitz's  statistics,  I  have  found 
Several  cases  which  have  been  added.  One  by  Pilcher,'  of  New 
York,  in  1885,  the  patient,  a  man  twenty-one  years  of  age,  return- 

•  Berlmer  klin.  Wochenschrift.    1881.    P.  1. 
^  Langenbeck'a  Arcbiv.     1886.    P.  457. 
^  Brans,  deutscbe  Klinik.    No.  15. 
^  Lanoet,  Jan.  23, 1886. 
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jng  home  perfectly  well  on  the  lUb  day.  One  by  Mr.  Parker,*  of 
the  Children's  Hospital^  London^  of  a  child  aged  three,  who  left 
hospital  cured  on  the  16  th  day.  Two  cases  by  Zangarol,  of 
Alexandria— one  successful,  the  patient  leaving  hospital  on  the 
7th  day.^  One  by  Sir  Wm.  MacCormac,**  in  a  boy  aged  three  and 
a  half,  in  which  recovery  was  complete  in  a  week..  And  my  own 
case,  in  which  the  patient  was  up  and  about  on  the  14th  day* 

In  the  face  of  Schmitz's  table,  which  shows  that  complete  success 
has  been  attained  in  3^1  per  cent.,  not  counting  the  cases  which 
have  since  been  added,  I  think  I  am  fully  justified  in  saying  that 
the  success  attained  not  only  justifies  but  strongly  encourages  us 
in  making  the  attempt.  The  next  objection  raised  to  vesical  suture 
is  of  a  more  serious  character — namely,  that  when-  the  suture  does 
not  hold  it  leaves  the  patient  in  a  worse  condition  than  if  the 
bladder-wound  had  been  left  open,  and  that  the  death-rate  after 
suture  is  higher  than  the  death-rate  of  supra-pubic  cystotomy 
generally.  Now,  here  again  we  must  appeal  to  statistics.  I  have 
already  referred  to  Dr.  Dulles'  table,  in  which  he  has  collected 
636  cases  of  the  high  operation,  and  the  death-rate  he  has  found 
to  be  28*6  per  cent.  What  is  the  death-rate  when  the  bladder  has 
been  sutured  ?  The  most  complete  table,  so  far,  is  that  of  Schmitz, 
of  St.  Petersburg..  Of  the  55  cases  of  vesical  suture  8  died-- that 
is,  a  percentage  of  14*5,  or  very  nearly  one-half  of  the  death-rate 
in  supra-pubic  cystotomy.  Hence- we  see- that  this  objection  falls 
completely  to  the  ground,  and'  that  suture  of  the  bladder  offers  a 
better  chance  to  the  patient  than  when  the  wound  is  left  open. 

The  third  objection  made  to  vesical  suture  is  that  it  lengthens 
the  operation  and  is  difficult  to  perform,  on  account  of  the  smallness 
of  the  field  of  operation,  and  the  depth  to  which  the  bladder  sinks 
when  once  it  has  been  opened.  This  objection  may  have  had  force 
before  distension  of  the  rectum  was  introduced.  But  the  pressure 
of  the  rectal  bag  throws  the  bladder  forwards  within  easy  reach  of 
the  operator's  hands,  and,,  moreover,  affords  a  most  valuable  support 

*  Lancet,  July,  1886. 

*>  B^vne  de  Chinagie,     1885.    P.  25&. 
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behind  it.  It  is  obvious  that  tke  rectal  bag  should  not  be  emptied 
until  the  suture  is  completed.  In  my  own  case  I  did  not  find  the 
least  difficulty  in  introducing  a  double  row  of  sutures,  and  the  time 
occupied  in  so  doing  did  not  prove  to  be  of  a  deterrent  length. 

Lastly,  Eoenig*  finds  fault  with  suture  of  the  bladder  because  it 
fails  exactly  in  >tho8e  cases  in  which  its  success  would  be  most 
desirable— that  is  to  say,  in  cases  in  which  the  urine  is  alkaline, 
foetid,  and  swarming  with  septic  organisms.  Undoubtedly  4;his  is  the 
case,  and  it  is  still  an  open  question  whether,  under  such  circum- 
stances, it  would  not  be  wiser  to  leave  the  wound  open  and  to 
employ  antiseptics  freely.  At  the  same  time,  it  is  not  sometimes 
impossible,  by  appropriate  treatment,  to  rectify  this  condition  of 
the  urine  before  the  sectio-alta  is  resorted  to. 

We  see  then  that  suture  of  the  urinary  bladder  in  supra-pubic 
cystotomy  has  been  successful  in  a  certain  proportion  of  case^, 
about  31  per  cenU,  and  we  have  reason  to  hope  that  as  many  of 
these  were  performed  in  the  pre-antiseptic  era,  the  next  series  of 
cases,  under  more  strict  antisepticism  and  more  perfect  methods  of 
operating,  will  show  a  much  larger  percentage  of  successes.  Still 
we  are  faced  by  the  fact  that  up  to  the  present  about  two  cases 
out  of  every  three  have  failed.  What  is  the  reason  of  this  failure  ? 
Probably  the  chief  cause  is  that  we  have  to  deal  with  the  fibrous 
coat  of  the  bladder  -and  not  with  its  peritoneal ;  and,  just  as  it  is 
easy  to  obtain  immediate  union  between  peritoneal  surfaces  opposed 
to  one  another,  so  is  it  difficult  to  obtain  primary  union  when  these 
surfaces  form  part  of  a  fibrous  envelope. 

On  account  of  diis  difficulty,  Duchastelef  ^  has  proposed  to  open 
deliberately  the  abdomen  through  the  peritoneum,  and  to  operate 
for  large  stones  through  the  antero-superior  surface  of  the  bladder ; 
and  M.  Yilleneuve,  Surgeon-in-Chief  of  the  Hospitals  at  Marseilles, 
says,  in  speaking  of  this  suggestions^: — <<  For  my  part,  I  am  greatly 
disposed  to  follow  him  in  thb  path,  and  I  would  even  extend  the 
field  of  this  proposition  by  asking  whether,  with  regard  to  the 

•  CentralbUtt  ittr  Chimrgie,  1886. 
»  ReTue  de  Chiroigie.    1888.    P.  104. 
«Ibid.    P.  685. 
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future  and  present  progress  of  surgery,  the  bladder  will  not  some 
day  be  always  opened  on  its  serous  aspect,  so  as  to  replace  friability 
by  plasticity,  and  whether  it  is  not  in  this  direction  that  the 
definite  solution  of  the  problem  will  be  found?" 

But  there  are  other  causes,  besides  this  anatomical  one,  which 
operate  to  prevent  suture  of  the  bladder  being  successful.  It 
generally  fails  in  cases  where,  by  long  distension,  the  bladder  wall 
has  become  thinned  or  diseased.  A  putrid  condition  of  the  urine 
also  militates  against  it.  In  these  cases  it  is  questionable  whether 
the  attempt  should  be  made.  But,  even  in  cases  where  the  urine 
is  healthy  and  the  bladder  wall  is  unaltered,  success  may  not  be 
effected  on  account  of  the  injured  conditions  of  the  edges  of  the 
bladder-wound,  caused  by  the  manipulations  required  to  extract 
the  stone.  Hence  it  is  of  the  utmost  importance  that  the  surgeon 
should  pay  particular  attention  to  avoid  any  unnecessary  bruising 
or  tearing  of  the  edges  of  the  wound,  if  he  wishes  to  attain  the  ideaj 
of  supra-pubic  lithotomy — ^immediate  union  of  the  bladder-wound. 

The  advantages  of  ettccessfid  suture  of  the  bladder  are  almost  too 
obvious  to  require  even  to  be  mentioned.  It  unquestionably  hastens 
recovery.  Ten  days,  on  an  average,  have  been  estimated  as  the 
gain  in  time,  but  sometimes  the  gain  is  considerably  more.  More- 
over, it  effectually  prevents  the  possibility  of  urinary  infiltration. 
But,  even  when  it  fails  to  permanently  close  the  bladder,  the  sutures, 
if  applied  properly,  will  hold  at  least  for  three  days,  as  pointed  out 
by  Ultzmann,  and  by  that  time  the  raw  surfaces  in  the  abdominal 
wound  will  be  more  or  less  protected  by  adhesive  inflammation,  so 
that  the  dangers  of  urinary  infiltration  will  be  considerably  dimi- 
nished. Hence  I  would  suggest  that  the  drainage  tube  'placed  in 
the  parietal  wound  outside  the  bladder  should  not  be  removed,  as 
is  usually  the  case  in  septic  operations,  at  the  end  of  the  first  24  or 
48  hours,  but  that  it  should  be  retained  at  least  for  a  week,  until 
all  fear  of  the  bladder-wound  opening  up  should  have  passed  away. 

One  of  the  great  dangers  of  all  operations  on  the  bladder  is 
urinary  infiltration.  It  is  not  the  special  property  of  supra-pubic 
lithotomy,  nor  is  the  occurrence  of  it  a  frequent  result  of  this  high 
operation.     In  a  paper  published,  by  Dr.  Dulles,  in  the  American 
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Journal  of  Medical  Science  in  1878,  he  states  that  he  has  been  able 
to  find  only  seven  cases  of  urinary  infiltration  in  478  cases  collected. 
Souberbielle  met  with  it  only  once  in  thirty-nine  operations.  Hence 
we  cannot  look  upon  it  as  a  frequent  danger  in  any  sense  in  the 
supra-pubic  method.  Still  all  necessary  precautions  should  be  taken 
to  prevent  it.  In  cases  where  the  bladder  is  not  sutured,  but  where 
it  is  left  open  or  partially  closed  and  drained  through  the  abdominal 
wound,  it  will  be  better  to  adopt  the  plan  recommended  by  Sir 
Henry  Thompson,  of  dressing  the  wound  lightly,  rather  than  to 
plug  it  and  to  bind  it  up.  The  former  gives  free  egress  to  the 
urine,  the  latter  will  force  the  urine  into  the  cellular  tissue  outside 
the  bladder.  The  plan  adopted  by  Trendelenburg,  and  some  others, 
of  keeping  the  patient  constantly  lying  on  the  abdomen,  seems  an 
unnecessarily  harsh  proceeding,  and  one  not  very  likely  to  be 
followed  generally. 

I  have  not  thought  it  necessary  to  enter  at.  length  into  the 
question  of  the  relative  value  of  vesical  distension  alone,  or  of 
supplementing  it  by  distension  of  the  rectum.  Mr.  Barwell,  at  the 
meeting  of  the  Medico-Chirurgical  Society  of  London,  in  March, 
1886,*  attempted,  by  some  experiments,  to  show  that  the  elevation 
of  the  anterior  vesical  fold  of  peritoneum  was  entirely  due  to  the 
bladder  distension,  and  that  the  rectal  bag  had  no  appreciable 
effect  upon  it.  But,  in  presence  of  Dr.  Garson's  paper,  published 
in  1878,  in  which  he  detailed  the  experiments  he  made  to  prove 
the  infiuence  of  the  combined  distension,  and  of  Fehleisen's  paper 
in  the  Archiv  fUr  Chirurgie  for  1885,  and,  more  recently  still,  of 
Sir  William  MacGormac's  article  in  the  British  Mediccd  Journal^ 
which  entirely  corroborate  Dr.  Garson's  statements,  I  think  Mr. 
Barwell  will  find  it  difiicult  to  draw  converts  over  to  his  side. 

His  views  shortly  put  are  these — that  the  elevation  of  the  pre- 
vesical fold  of  peritoneum  is  entirely  due  to  the  bladder  distension, 
for,  if  the  rectum  be  aUme  distended,  the  position  of  this  fold  is 
unaffected.  So  far  his  contention  would  seem  unassailable,  but, 
when  he  goes  on  to  assert  that  vnth  a  bladder  distended  with  fiuid 

*  Transactions.     1886.    P.  841. 
^  March,  1887. 
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Fig  J. 


Fig.  1  represents  the  effect  of  distension  of  the  bladder  alooe  upon  tbe 
prevesical  reflection  of  tbe  peritoneum  (_af^cr  Fehleiden). 


£— Bladder  dietended  with  C30  c( 


Ji— Rectum,  undistended. 
,S" — Spinal  vertebrtB. 


—Penis.  FHuth.L.ll-'Ei.ii' 

— Ui-ethra. 

— I'levesical  I'cfleclion, 2 cm.  (about 

}  inch)  distant  I'ruto  pubea. 
—Kec to- vesical  reflection  of  peri- 
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Fi^.Z. 


Fig,  2  reprewnta  the  effect  at  diitennon  of  both  bUdder  and  rectum  upon 
Lhe  {irevesical  fold  of  periiODeum. 


fi— Bladder  distended  with  V. 


£— Ret'tum  di^-tended,  by  meHD 

l't;tersen's  bug,  with  dull  v< 


tS-         '"■"■■•■""■•■ 

V—  Uriitbra. 
C— Cntlieter  in  bladder. 
a — I'revesivHl    lold,  rubed  8}  cm., 
about  3}  inches. 
'    h — Recto-Tesical  fold. 
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the  position  of  this  fold  of  peritonenm  is  scarcely  at  all  affected  by 
subseqaent  rectal  distension,  his  experiments  are  directly  opposed 
to  those  of  the  authorities  I  have  quoted.  An  examination  of  the 
plates  (Fig.  1^2)  taken  from  drawings  made  by  Fehleisen  from 
frozen  sections,  the  result  of  vesical  distension  alone  and  of  the 
double  distension  are  at  once  apparent.  The  effect  of  filling  the 
rectum  with  fluid  is  to  flatten  the  bladder  antero-posteriorly,  and 
thus  by  shortening  its  antero-posterior  diameter  to  increase  its 
diameter  from  above  downwards. 

In  Fig.  1  the  bladder  has  been  distended  with  680  cubic  centi- 
metres (about  22-^  ounces)  of  fluid  whilst  the  rectum  is  empty. 
The  prevesical  fold  has  risen  so  as  to  leave  a  clear  space  of  two 
centimetres  (about  ^  inch)  between  it  and  the  pubes.  In  Fig.  2 
the  bladder  has  been  distended  with  420  cubic  centimetres  (about 
14-}  ounces)  of  fluid,  and  the  rectal  bag  contains  500  cubic  centi- 
metres (about  17^  ounces)  of  water.  In  this  case  the  anterior  fold 
of  peritoneum  is  8^  centimetres  (3  J  inches)  distant  from  the  pubes — 
that  is  to  say,  there  has  been  a  gain  of  about  2^  inches  in  the  space 
for  operative  purposes. 

But,  independently  altogether  of  the  effect  upon  the  fold  of 
peritoneum  in  front  of  the  bladder  of  introducing  an  elastic  bag 
into  the  rectum  and  then  distending  it  with  water,  this  procedure 
affords  some  great  and  incontrovertible  advantages.  It  forces  the 
bladder  forwards.  It  approximates  the  posterior  to  the  anterior 
wall  of  the  bladder,  and  thus  brings  the  whole  of  the  bladder  not 
only  within  reach  of  but  within  sight  of  the  surgeon,  and,  flnally, 
it  affords  a  flrm  support  behind  to  the  bladder;  and  these  are 
advantages  which  the  operator  will  appreciate  in  removing  vesical 
^umours  or  extracting  calculi  or  foreign  bodies. 

The  operation  of  supra-pubic  cystotomy  in  its  modem  develop- 
ment is  still  too  recent  for  surgeons  to  agree  as  to  the  limits  of  its 
applicability.  There  are  certain  classes  of  cases  upon  which  all 
operators  are  practically  agreed  that  this  method  is  the  safest  and 
best.    Dr.  Dennis,  of  New  York,*  thus  formulates  the  cases  in 

*  American  Surgical  Anodation,  1887  ;  and  Annab  of  Qxugerj.    Vol.  YL 
1887.    P.  261. 
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which  exploration  of  the  bladder  by  the  supra-pubic  method  is 
indicated^l.  In  cases  of  lithotomy  for  large  hard  calculi;  also 
when  lithotomy  is  required  in  a  patient  suffering  from  paraplegia, 
a  contracted  pelvis,  perinaeal  tumours,  encysted  calculi,  ankylosis 
of  the  hip,  hsemorrhoids  or  great  obesity.  2.  For  the  removal  of 
certain  foreign  bodies,  as  hairpins,  bodkin  needles,  &c.,  for  the 
treatment  of  chronic  cystitis,  and  for  the  removal  of  calculi  in 
the  female.  3.  In  lithotomy  occurring- in  a  patient  with  greatly 
enlarged  prostate,  or  with  fibroma  of  the  prostate,  or  in  calculi 
lying  in  diverticula  behind  the  prostate.  4.  For  excision  of 
tumours  of  the  bladder.     5.  For  rupture  of  the  bladder. 

The  above  list  illustrates  well  the  class  of  cases  in  which  sur- 
geons are  practically  agreed  that  the  supra-pubic  operation  is 
called  for.  I  believe,  however,  that  as  it  becomes  better  known  it 
will  gradually  be  extended  to  a  much  larger  field.  In  an  earlier 
part  of  this  paper  I  stated  that  the  modifications  which  had  been 
recently  introduced  into  the  modus  operandi  had  given  it  a  stimulus 
which  threatened  to  extinguish  the  lateral  method.  This  may  not 
be  the  case  with  surgeons  of  large  experience  in  operating  for 
stone,  but  with  the  vast  majority  of  operators  I  believe  this  will  be 
the  result.  This  method  is  only  now  fighting  its  way,  but  so  far 
it  has  fought  its  way  well.  The  grounds  on  which  I  base  this 
opinion  are — ^First,  that  the  operation  is  an  easy  one,  much  easier 
for  the  general  run  of  operating  surgeons  to  perform  than  the 
lateral  operation,  or  even  than  litholapaxy.  2ndly.  The  freedom 
from  hemorrhage,  there  being  no  named  vessels  in  the  line  of 
incision  to  deter  the  operator;  whilst  in  the  lateral  method  the 
danger  from  hemorrhage  must  always  be  present  to  the  surgeon's 
mind.  Srdly.  There  is  no  risk  of  wounding  the  genital  apparatus 
in  boys^-a  risk  which  has  often  been  urged  in  the  lateral  opera- 
tion. 4thly.  The  high  operation  is  specially  indicated  in  females, 
on  account  of  the  frequency  with  which  a  vesico-vaginal  fistula 
follows  the  usual  methods  of  removing  calculi  or  foreign  bodies 
from  the  bladders  of  women  and  girls ;  and  the  supra-pubic  method 
also  prevents  the  occurrence  of  incontinence  of  urine,  especially  in 
aged  women.    5thly.  This  operation  admits  of  a  more  perfect 
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adaptation  of  the  principles  of  asepticism  than  any  other,  and  con- 
seqaently  of  a  great  redaction  in  the  septic  danger  which  may 
result  from  operations  for  stone.     6thly.  It  diminishes  the  chances 
of  a  re-formation  of  stone,  consequent  upon  the  retention  of  particles 
within  the  bladder,  as  sometimes  follows  on  lithotrity.     Lastly,  the 
operation  promises  to  be  eminently  a  safe  one.     In  the  earlier 
part  of  this  paper  I  referred  to  Dr.  Dulles'  table  of  statistics  of 
636  collected  cases,  dating  back  to  the  earliest  times,  in  which  the 
bladder  had  been  opened  above  the  pubes.    This  table  gives  a 
mortality  of  28*6  per  cent.     But  this  table  refers  to  the  old  method 
of  operating.     Dr.  Dennis,  of  New  York,  has  collected  127  cases 
performed  since  1879,  with  a  mortality  of  9  per  cent. ;  and  these 
deaths  were  chiefly  due  to  septic  infection — an  avoidable  cause  in 
these  days.    But  the  latest  record  is  by  Dr.  Edmund  Assendelft,  of 
Wetoschkino,  in  Russia,^  who  publishes  102  -cases  in  which  he  has 
performed  supra-pubic  lithotomy,  with  two  deaths.   But  one  of  these 
deaths  was  in  a  boy,  aged  four,  who  died  of  general  marasmus,  fol- 
licular ulceration  of  the  intestines,  and  bronchitis — conditions  in  no 
way  due  to  the  operation  ;  so  that  the  mortality  is  about  1  per  cent. 
When  other  operators  are  able  to  show  that  this  is  a  more 
accurate  estimate  of  the  modem  sectio-alta — ^and  I  believe  they 
will — ^we  shall  find  the  high  operation  more  generally  adopted  for 
even  small  stones  than  it  is  at  present,  and  the  lateral  operation 
in  an  equal  degree  abandoned.     Sir   Henry  Thompson,  in  his 
monograph,  thus  concludes:*^ — ^*'So  safe  and  so  simple,  indeed,  is 
the  supra-pubic  operation  here  described,  that  I  will  reiterate  in 
this  place  before  concluding,  and  with  increased  emphasis,  an 
opinion  incidentally  mentioned  at  the  outset.     I  believe  that  a 
surgeon  who  is  not  practically  familiar  with  lithotrity,  on  meeting 
with  a  hard  calculus,  which  is  found  on  trial  not  to  be  readily 
seized  with  a  lithotrite,  will  be  more  likely  to  achieve  a  lasting 
success  for  his  patient  by  adopting  the  cutting  in  preference  to 
the  crushing  operation.** 

»  ArcbiT  fUr  klinische  Cbirargie.     1888.    P.  526.  . 

^  The  Supra- pubic  Operation  of  Opening  the  Bladder.    Sir  Heory  Thompson. 
1886.    P.  48. 
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Although  the  high  operation  for  stone  was  performed  more  than 
three  centuries  ago,  it  has  only  very  recently  heen  introduced  into 
practice  in  this  country.  Its  value  can  be  judged  only  by  statis- 
tics, and  if  these  are  to  be  reliable,  ail  cases,  whether  successful  or 
unsuccessful,  should  be  published. 

The  case  which  I  have  the  honour  to  bring  before  the  Academy, 
though  unsuccessful,  possesses,  I  think,  some  points  of  interest. 
Moreover,  it  was,  I  believe,  the  first  upon  which  supra-pubic 
lithotomy  was  performed  in  Ireland. 

Case. — ^The  patient,  an  old  gentleman,  eighty-one  years  of  age, 
fifty-seven  years-  ago  suffered  from  "  bleeding  from  the  bladder  and 
a  stoppage  of  water,  for  which  he  consulted  the  late  Surgeon 
Abraham  CoUes,  of  Stephen's-green,  who  sounded  him  for  stone, 
but  *  found  nothing  wrong.' " 

The  haemorrhage  recurred  at  intervals  every  five  or  six  years 
for  fifty  years.  During  the  last  six  years  he  had  it  constantly, 
accompanied  by  pain  on  exercise,  and  jolting  on  a  car  always  made 
it  worse.  '^  Shooting "  pains  commenced  within  the  latter  period, 
though  often  he  had  not  the  slightest  inconvenience  whatever. 

When  I  first  saw  him,  in  March,  1887,  he  was  passing  daily  a 
very  considerable  quantity  of  blood  and  pus,  mixed  with  ammo- 
niacal  urine.  He  was  much  weakened  by  this  loss  of  blood  and 
constant  pain.  His  pulse  was  weak  and  intermittent,  and  on  one 
occasion,  when  in  the  city  transacting  some  business,  he  suffered 
from  an  alarming  attack  of  cardiac  syncope,  so  that  it  was  neces- 
sary to  bring  him  home  in  a  cab.  He  suffered  from  similar  attacks 
before  and  subsequently,  but  none  was  so  severe  as  the  final 
one,  which  proved  fatal. 
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I  saw  him  daily  for  more  than  a  month,  during  which  time  I 
frequently  urged  him  to  allow  me  to  sound  him,  but  fear  of  the 
pain  prevented  him.  Seeing  that  he  was  becoming  much  weakened 
by  the  constant  pain,  sleeplessness,  and  loss  of  blood,  I  advised 
consultation,  and  at  his  request  I  called  in  Sir  George  Porter,  but 
again  he  obstinately  refused  to  allow  an  instrument  to  be  intro- 
duced. 

When  at  last  the  pain  and  sleeplessness  were  manifestly  destroy- 
ing life  he  consented,  and  the  sound  readily  detected  the  presence 
of  a  large  calculus.  The  urethra  was  extremely  small  and  irritable, 
and  after  the  introduction  of  the  instrument  there  was  considerable 
constitutional  disturbance,  rigors,  and  high  temperature,  dbc,  which 
symptoms,  however,  soon  subsided. 

After  a  few  days  it  was  determined  to  administer  ether,  so  as  to 
measure  the  stone,  and  to  determine  the  best  method  for  its  removal. 
Sir  George  Porter  introduced  the  lithotrite  and  seized  the  stone, 
which  he  found  to  be  more  than  two  inches  in  diameter,  and  as  I 
held  the  lithotrite,  with  the  calculus  between  its  blades,  I  said  I 
thought  I  could  detect  a  second  stone,  below  and  to  the  right  side, 
but  of  this  I  was  unable  to  fully  satisfy  myself,  having  failed  to 
get  the  customary  characteristic  *'  click."  The  patient  again  suffered 
from  the  «ame  symptoms  as  when  the  instrument  was  first  intro- 
duced, the  rigors,  however,  being  more  severe. 

On  carefully  considering  all  the  symptoms,  and  after  consultation 
with  Sir  G.  Porter,  I  determined  to  lay  open  the  bladder  by  the 
supra-pubic  incision. 

I  performed  the  operation  on  the  drd  of  May  last.  I  was  assisted 
by  Sir  George  Porter,  ether  being  administered  by  Dr.  Ward.  On 
the  previous  night  the  patient  had  a  hip-bath,  the  pubes  was  shaved, 
and  the  skin  over  it  carefully  washed — first  with  carbolic  soap  and 
subsequently  with  ether.  On  the  morning  of  the  operation,  the 
rectum  having  been  emptied  by  an  enema,  an  indiarubber  bag  was 
introduced  into  it,  and  distended  with  about  10  oz.  of  water,  well 
heated.  The  bladder,  having  been  emptied,  was  thoroughly  washed 
out  and  afterwards  distended  with  about  8  oz.  of  a  3  per  cent,  boric 
solution,  also  well  heated,  and  retained  by  a  broad  rubber  band 
placed  round  the  penis. 

Standing  on  the  right  side,  with  my  left  hand  placed  transversely, 
so  as  to  grasp  and  steady  the  fundus  of  the  bladder,  I  made  an 
incision  in  the  median  line  3^  inches  in  length,  terminating  at  the 
pubes.     The  subcutaneous  fat  and  subjacent  fascia  having  been 
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cut  throagh,  the  linea  alba  was  exposed  and  divided;  the  recti 
muscles  having  been  separated,  the  fascia  transversalis  was  reached 
and  carefully  divided  upon  a  director. 

Very  little  fatty  matter  was  present,  so  that  the  bladder  was 
readily  reached.  A  curved  needle,  carrying  a  double  layer  of  car- 
bolised  silk,  was  passed  through  its  muscular  coats. 

A  scalpel,  with  its  back  directed  upwards,  was  thrust  quickly 
into  the  bladder,  and  an  incision  about  2}  inches  was  made  in  it. 
As  the  contained  fluid  escaped  and  the  viscus  collapsed  the  perito- 
neum, containing  a  coil  of  the  intestine,  came  into  view,  but  was 
readily  replaced  with  the  left  hand.  A  short  lithotomy  forceps 
was  passed  through  the  bladder,  with  which  the  larger  stone,  weigh- 
ing 2  ozs.  30^  grs.,  and  composed  of  ammonio-magnesian  and 
calcium  phosphates,  was  removed. 

On  exploring  the  interior  of  the  organ  with  my  finger,  I  felt  a 
smaller  stone  embedded  in  a  sacculus,  the  aperture  of  which  would 
hardly  admit  the  point  of  my  index  finger.  There  was  a  good 
deal  of  delay  and  difficulty  in  introducing  the  blades  of  the  forceps 
into  this  opening,  but,  finally,  I  succeeded  in  seizing  and  extracting 
the  calculus,  whiph  weighed  159^  grs.,  and  was  found  to  be  of 
similar  composition  to  that  first  removed. 

I  closed  the  bladder  wound  with  a  series  of  sutures  composed 
of  fine  carbolised  silk,  and  introduced  through  its  walls  as  far  as 
the  mucous  lining.  I  placed  a  drainage-tube  in  the  wound  and  a 
catheter  in  the  bladder.  The  structures  from  deep  to  superficial 
were  separately  sutured.  The  skin  wound  was  dusted  over  with 
iodoform  and  covered  with  alembroth  wool. 

The  patient  suffered  from  profound  shock,  from  which,  however, 
he  quickly  rallied.  His  temperature,  which  was  101^  Fahr.  on  the 
morning  of  the  operation,  was,  at  10  30, 100^,  at  which  it  remained 
until  2  30  a.m.,  and  at  4  30  p.m.  it  was  99^.  On  the  following 
morning  it  rose  to  101°,  and  in  the  evening  was  100*5°.  On  the 
third  day  it  registered  102°  Fahr.,  after  which  it  became  normal, 
and  so  continued  until  the  end. 

The  urine  which  escaped  through  the  catheter  was  at  first  bloody, 
but  afterwards  became  quite  clear  and  free  from  both  pus  and 
blood,  containing  only  some  ropy  mucus,  the  result  of  the  ante- 
cedent cystitis.  Its  reaction  became  acid.  The  inhalation  of  the 
ether  caused  a  good  deal  of  laryngeal  and  bronchial  irritation, 
which,  however,  soon  subsided.  The  coughing  caused  thereby  pro- 
duced some  pain  and  inconvenience  in  the  wound. 
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The  catheter  acted  well,  except  on  the  Srd  day,  when  it  became 
obstructed  by  a  blood-clot,  and  for  a  short  time  the  urine  escaped 
through  the  abdominal  wound. 

On  Saturday,  the  7th,  the  fifth  day  after  the  operation,  I  visited 
the  patient,  at  about  4  o*clock  in  the  afternoon.  His  temperature 
for  the  two  previous  days  had  been  normal ;  he  had  slept  well ; 
was  able  to  take  food ;  stated  that  he  was  perfectly  free  from 
pain.  Altogether  his  condition  seemed  as  satisfactory  as  one  could 
expect.  Yet  within  an  hour  he  died  quite  suddenly  from  f ailiu«  of 
the  heart. 

After  death  I  examined  the  wound  in  the  bladder,  which  I  found 
healed  with  the  exception  of  about  half  an  inch  in  the  centre. 
The  mucous  lining  showed  evidences  of  catarrh,  which  was  sub- 
siding. There  was  not  a  trace  of  inflammation,  either  of  the 
peritoneum  or  the  cellular  tissue  of  the  pelvis.  The  great  age  of 
the  patient  and  the  weak  condition  of  his  heart  were  of  course 
very  much  against  a  successful  result ;  yet  he  bore  the  operation 
so  weU,  and  had  so  far  recovered  from  the  effects  of  it,  that  it  is 
not  easy  to  say  how  his  death  is  to  be  attributed  to  it. 

The  case  is  interesting  from  the  long  duration  of  the  haemor- 
rhage from  the  bladder  (over  fifty  years),  also  fiom  the  difficulty 
in  recognising  the  presence  of  the  second  stone,  as  well  as  in 
extracting  it. 
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Case. — S.  A.,  aged  forty-eight,  pensioner  from  the  Royal  Irish 
Constabulary,  was  admitted  into  the  Adelaide  Hospital  on  28th 
February,  1888,  suffering  from  bladder  disease,  his  history  being 
as  follows : — He  had  always  been  healthy  until  a  period  of  about 
four  years  since,  when  he  was  seized  by  a  severe  bilious  attack 
accompanied  by  the  passage  of  urine  of  a  dark  colour  which  he 
believed  to  be  owing  to  the  presence  of  blood.  Subsequent  to  this 
he  had  no  symptoms  until  April,  1887,  when  he  had  a  severe  pain 
in  his  back  and  found  it  necessary  to  micturate  frequently,  a  large 
quantity  of  clear  urine  passing  each  time  accompanied  by  a  severe 
shooting  pain  in  his  left  thigh,  which  ceased  soon  after  the  termina- 
tion of  micturition.  On  May  27th  he  drove  for  some  miles  in  a 
cart  with  sheep  to  the  fair  of  Carrickmacross,  when  he  again  passed 
blood,  now  however  in  much  larger  quantity  than  on  the  former 
occasion — ^that  passing  towards  the  termination  of  micturition  being 
unmixed  with  urine. 

The  frequency  of  micturition  and  pain  now  continued  until  July, 
when  the  symptoms  passed  completely  away  until  September;  then 
he  noticed  an  itchy  sensation  in  the  urethra,  about  an  inch  from 
the  meatus,  and  all  the  other  symptoms  returned  in  an  aggravated 
form,  it  being  now  necessary  to  micturate  eight  to  ten  times  during 
the  day  and  four  or  five  times  during  the  night,  the  flow  of  urine 
sometimes  suddenly  stopping,  to  be  again  passed  when  he  leaned 
to  the  right  side.  At  this  time  the  urine  was  frequently  of  a  dark 
red  colour.  For  three  months  before  coming  to  hospital  the 
symptoms  were  very  much  worse,  it  being  necessary  for  him  to 
micturate  hourly  day  and  night.  He  also  suffered  from  tenesmus 
and  supra-pubic  pain,  which  were  much  increased  by  exertion. 
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The  patient  presented  an  extremely  emaciated  appearance,  with 
every  evidence  of  having  lost  a  large  quantity  of  blood,  his  con- 
dition being  such  as  to  show  that  unless  speedy  means  were  taken 
to  relieve  his  symptoms  and  give  sleep,  a  fatal  issue  would  occur  at 
an  early  date.  It  was  now  noticed  that  although  a  large  quantity 
of  blood  was  passed  in  the  urine  it  only  appeared  towards  the  ter- 
mination of  micturition,  not  clotted  and  arterial  in  its  characters. 

The  urine  was  alkaline  in  reaction,  sp.  gr.  1028,  and  on  resting 
separated  into  two  layers — ^an  upper,  straw  coloured  and  opaque, 
the  lower  of  a  deep  pinkish  red  colour,  with  a  large  sediment,  com- 
posed of  red  and  white  blood  corpuscles,  pus  corpuscles,  and  uric 
crystals.     Albumen  was  also  present  to  ^  gr. 

On  March  9  th  the  patient's  bladder  was  sounded,  when  a  rough 
condition  was  felt,  with  evidence  of  a  solid  growth  attached  to  the 
right  wall  of  the  bladder,  near  its  base — the  presence  of  this 
tumour  being  verified  by  rectal  examination.  The  bladder  was 
now  washed  out  with  boric  acid  solution,  in  the  hopes  that  the 
sound  had  separated  some  of  the  tumour,  when  three  or  four  small 
fleshy  masses  were  washed  out,  one  of  which  was  examined  by 
Dr.  Alfred  Scott,  Lecturer  on  Physiology,  Carmichael  CoUege,  who 
reported : — '^  The  small  portion,  which  was  removed  by  a  catheter, 
was  frozen  and  some  thin  sections  made  from  it.  These  showed 
apparent  outgrowths  of  the  submucous  tissue  in  the  form  of 
exaggerated  papillae,  with  a  fairly  even  layer  of  epithelium  on 
them,  the  structure  being  undoubtedly  a  growth  of  the  nature  of  a 
benign  papilloma,  nothing  being  seen  to  suggest  a  malignant 
character." 

During  the  patient's  stay  in  hospital  his  health  had  deteriorated 
rapidly,  and  he  was  most  anxious  that  an  operation  should  be  per- 
formed. I  therefore  decided  to  operate  without  delay,  and  on 
March  15th,  assisted  by  my  colleagues,  performed  the  usual  supra- 
pubic operation,  passing  strong  silk  ligatures  through  the  walls  of 
the  bladder,  which  I  then  incised  sufficiently  to  allow  of  the  pas- 
sage of  my  finger,  when  I  felt  a  tumour  somewhat  larger  than  an 
orange,  and  composed  of  three  distinct  lobules  attached  by  narrow 
pedicles  to  the  right  wall  of  the  bladder  at  about  the  junction  of  its 
lower  with  upper  two-thirds,  in  addition  to  which  a  number  of 
smaller  growths,  about  the  size  of  hazel  nuts,  were  attached  to 
different  portions  of  the  bladder  waU. 

The  larger  tumours  were  seized  by  Sir  Henry  Thompson's 
tumour  forceps  and  removed,  while  the  smaller  ones  were  removed 
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by  the  finger,  they  separating  readily.  I  should  here  state  that 
when  the  larger  tumour  was  removed  the  fluid  was  allowed  to  escape 
from  the  rectal  bag  to  such  an  extent  as  to  allow  the  bladder  widls 
to  regain  their  normal  position.  The  haemorrhage,  which  was  very 
severe,  was  at  once  controlled  by  the  application  of  a  solution  of 
tannic  and  gallic  acids,  when  the  bladder  was  fully  explored  by  an 
electric  light,  in  order  to  ascertain  if  all  the  tumour  was  removed. 
The  bladder  was  then  douched  with  a  weak  solution  of  hazeline, 
until  the  fluid  returned  clear.  The  opening  into  the  bladder  was 
now  united  by  silk,  applied  after  Lembert's  method,  and  a  drainage- 
tube  introduced,  subsequently  to  which  further  sutures  were  passed 
through  the  superficial  layers  of  the  bladder  wall  and  abdominal 
aponeurosis  inferiorly,  in  order  to  close  the  space  of  Retzius ;  while 
superiorly  and  laterally  similar  sutures  attached  the  bladder  to  the 
sheath  of  the  rectus.  A  No.  12  catheter  was  passed  into  the 
urethra,  and  the  wound  dressed. 

March  16th.— Patient  slept  well.  M.  T.,  100**;  pulse,  100. 
Bladder  washed  out  from  catheter  through  drainage  tube  with 
4  per  cent,  solution  boric  acid.  Slight  tenderness  on  pressure  over 
the  pubis.  Takes  nourishment  (beef-tea  peptonised,  and  wine- 
whey)  well.  Tongue  moist  and  covered  with  a  whitish  fur ;  bowels 
not  moved.  The  bladder  was  again  washed  out  in  the  evening, 
and  6  tablets  of  saccharine  (^-gr.  in  each)  ordered  to  be  taken 
within  twenty-four  hours. 

The  daily  notes  show  that  the  patient  progressed  very  favour- 
ably, the  highest  temperature  recorded  being  101*6^  F.,  the  urine 
becoming  acid  in  reaction,  and  no  hsemorrhage  occurring.  The 
wound  was  dressed  twice  daily,  the  bladder  being  washed  out  with 
boric  acid  solution  at  each  dressing,  and  nourishment  being  well 
taken.  This  continued  until  the  evening  of  March  26th,  twelve 
days  after  operation,  when  the  temperature  rose  to  104*2®  F.,  and 
delirium  of  a  muttering  character  occurred.  Quinine  being  adminis- 
tered, the  temperature  fell,  on  the  27th,  to  100*4®  F.,  but  the 
patient  did  not  rally,  and  he  died,  in  a  condition  of  asthenia,  on  the 
evening  of  March  80th,  sixteen  days  after  operation. 

An  autopsy  was  performed  on  March  31st  by  Dr.  Bewley, 
Pathologist  to  the  Adelaide  Hospital,  who  sent  me  the  following 
report:— 

^^Fa8t  mortem  done  through  the  wound,  enlarged;  hence  not 
complete ;  not  possible  to  examine  liver,  lungs,  &c.  No  peritonitis ; 
no  fluid  in  abdomen ;  bladder  united  to  wound ;  no  opening  into 
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abdominal  cavity ;  wound  not  healed,  but  healthy  looking ;  bladder 
contracted;  anterior  wall  normal;  posterior  wall  1^  inches  thick, 
cutting  hard  and  grating;  posterior  surface  rough  with  warty 
excrescences,  which  were  moderately  soft.  In  centre  of  surface  a 
space,  size  of  a  half-crown,  covered  with  white  flocculi  of  seemingly 
gangrenous  tissue.  This  was  the  seat  of  the  removed  papilloma. 
Under  water  it  presented  a  fringed  appearance.  The  posterior  wall 
was  infiltrated  with  yellowish-white  material,  which,  on  scraping, 
yielded  abundant  milky  juice.  Spleen  healthy.  Kidneys  healthy ; 
no  evidence  of  septic  infection.     Wall  of  bladder  cancerous." 

Dr.  Scott  also  furnished  me  the  following : — 

^  I  have  since  the  operation  examined  more  fully  one  of  the 
small  tumours  removed  from  the  bladder.  To  the  naked  eye  it 
was  nearly  spheroidal,  about  two  centimetres  in  diameter — one  part 
being  somewhat  flatter — and  has  a  small  circular  portion,  about 
3  millimetres  in  diameter,  being  the  only  portion  attached  to  the 
bladder  wall. 

^  The  whole  tumour  seemed  formed  of  a  mass  of  little  villous- 
like  growths,  about  3  to  5  millimetres  long,  and  half  a  millimetre 
in  breadth. 

'*  This  was  hardened,  and  sections  cut  through  the  surface  of 
attachment,  and  as  nearly  as  possible  through  the  centre  of  the 
tumour. 

'^  These  sections  show  a  structure  as  before  described — ^papillae 
from  the  submucous  tissue,  covered  by  the  epithelium  of  the 
bladder.  In  some  parts  the  whole  thickness  of  the  epithelium  is 
visible  and  is  normal ;  in  others  slightly  thickened ;  but  in  others 
it  has  been  eroded  by  the  handling  during  the  operation. 

''The  epithelium  has  nowhere  the  characters  of  epithelioma, 
the  growth  being  essentially  a  lateral  increase  of  the  epithelium 
on  the  connective  tissue,  in  which  in  places  a  few  leucocytes  are 
visible,  probably  connected  with  the  rapid  growth  of  the  connective 
tissue." 

Remarks. — Operations  for  the  removal  of  vesical  tumours  are 
sufficiently  rare  to  excuse  my  bringing  this  case  in  detail  before 
the  Academy,  this  being  a  field  of  surgery  very  much  neglected 
until  the  researches  of  Sir  Henry  Thompson,  whose  latest  recorded 
cases  amount  to  the  total  of  34  patients  on  whom  he  has  operated. 
He  states  that  the  first  case  is  that  of  Covillard,  of  Lyons,  who  in 
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1639  removed  a  tumour  by  the  lateral  lithotomy  inciBion,  while 
the  first  snpra-pubic  operation  is  that  of  Billroth,  in  1874. 

I  believe  this  to  be  the  first  case  operated  on  in  Ireland,  and  I 
consider  the  points  of  most  interest  in  it  to  be — ^the  distinct  evidence 
of  tumoiur  ¥rithin  the  bladder  before  operation,  as  also  the  localisa- 
tion of  the  position  of  the  chief  tumour  by  the  symptoms.  As  to 
the  question  of  malignancy,  the  only  point  tending  towards  that 
supposition  prior  to  operation  was  the  fact  that  the  tumour  was  to 
be  felt  from  the  rectum.  All  the  other  evidences — history  of  four 
years'  slight  pain,  absence  of  glandular  engagement,  &c. — pointed 
towards  the  presence  of  a  fi bro-papilloma  of  large  size  and  broad 
attachment  to  the  wall  of  the  bladder.  Dr.  Bewle/s  examination 
shows  that  there  was  malignant  growth  in  the  wall  of  the  bladder, 
while  Dr.  Scott's  as  conclusively  shows  that  the  actual  tumours, 
great  and  small,  presented  no  evidence  of  malignant  growth,  being 
fibro-papillomatous  throughout.  That  this — a  fibro-papillomatous 
tumour,  with  cancerous  infiltration  of  the  wall  of  the  bladder — is  a 
very  rare  condition,  is  shown  by  the  fact  that  only  one  such  case  is  to 
be  found  amongst  those  published  by  Sir  Henry  Thompson,  and 
should  not  therefore  be  laid  too  much  stress  on  in  the  question  of 
the  advisability  of  operation. 

In  respect  to  the  operation  to  be  advised,  I  do  not  consider, 
where  distinct  evidence  of  large  growth  exists,  there  is  any  advan- 
tage to  be  gained  by  the  perineal  incision,  so  useful  in  the  hands  of 
Sir  Henry  Thompson,  as,  if  the  walls  of  the  bladder  be  attached 
to  the  surrounding  tissues  in  such  a  manner  as  to  close  off  the 
areolar  space  in  front  of  the  bladder,  there  is  but  very  slight 
chance  of  extravasation,  which  I  look  on  as  being  the  chief 
objection  to  the  urine  passing  through  the  supra-pubic  incision, 
which  is  fully  shown,  in  the  examination  of  my  case,  not  to  have 
occurred. 

As  to  any  objection  to  the  attachment  of  the  anterior— or,  pro- 
perly speaking,  inferior — surface  of  the  bladder  to  the  abdominal 
parietes,  hindering  proper  contraction  of  that  viscus  subsequently, 
I  consider  the  very  slight  movement  of  that  surface  of  the  organ 
in  the  normal  condition  to  be  such  that  this  slightly  closer  adhesion 
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can  make  no  practical  difference  in  the  ability  of  the  viscus  to 
fully  contract. 

Death  occarring  at  such  a  remote  period  after  operation  (16 
days),  I  look  on  as  being  due  to  the  inability  of  the  system  to 
withstand  even  such  a  transient  attack  of  urinary  fever,  owing  to 
the  extremely  exhausted  condition  of  the  patient  before  operation, 
macroscopic  and  microscopic  examination  showing  no  evidence  of 
septic  infection* 


PENETRATING  WOUND  OF  THE  ABDOMEN. 
Br  THOMAS  DONNELLY,  M.D.,  F.R.C.S. ; 

Assistani-Phyncuui  to  the  Richmond,  Whitwoxth,  and  Hardwioke  Hoepitak. 
pEtead  before  the  Section  of  Sui^ery,  May  11,  1888.] 

^'Wounds  that  penetrate  the  carity  of  the  abdomen,"  says 
Erichsen,  '^are  of  especial  interest  on  account  of  the  frequency 
with  which  thej  are  complicated  with  peritonitis,  and  with  injury 
of  the  yiscera.  They  may,  for  practical  purposes,  be  divided 
into — 1st,  those  that  penetrate  the  peritoneal  sac,  without  wounding 
or  causing  the  protrusion  of  any  of  the  contained  organs;  and 
2nd,  those  that  are  complicated  with  protrusion  or  wound  of  some 
of  the  viscera.*' 

The  case  which  I  have  the  honour  of  bringing  under  the  notice 
of  the  Royal  Academy  of  Medicine  falls  under  the  latter  head. 

Protrusion  of  uninjured  intestine,  mesentery,  or  omentum,  may 
take  ]^ace  through  the  wound  in  the  abdominal  wall.  The  pro* 
truded  mass  is  always  very  large  in  c6mparison  with  the  aperture 
from  which  it  escapes,  the  sides  of  which,  being  overlaid  by  it, 
constrict  it  rather  tightly,  so  as  to  form  a  distinct  neck  to  the 
protrusion.  If  left  unreduced  the  mass  speedily  loses  its  polish 
and  bright  colour,  becoming  dull  and  livid  from  eongesti<».  It 
then  inflames  and  soon  becomes  gangrenous  from  the  pressure 
exercised  upon  it  by  the  sides  of  the  aperture  through  which  it 
has  passed. 

In  replacing  the  protruded  parts,  whether  by  aid  of  incision  or 
not,  care  must  be  taken  that  they  are  fairly  put  back  into  the 
cavity  of  the  abdomen,  and  not  pushed  up  into  the  sheath  of  the 
rectus  or  into  the  subserous  areolar  tissue  lying  before  the  peri- 
toneum, an  accident  that  would  be  fatal  by  allowing  constriction 
of  the  neck  of  the  protrusion  to  continue  unrelieved. 
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In  accidents  of  thiB  kind,  and  also  in  operations,  I  believe  too 
much  rough  handling  of  exposed  parts  takes  place,  as  a  rule, 
thereby  causing  injury  to  delicate  structures  quite  unsMSCustomed 
to  ill-usage,  which  are  by  nature  well  protected  against  external 
violence. 

In  this  case  I  attribute  the  remarkable  recovery  in  a  great 
measure  to  the  extreme  delicacy  with  which  the  bowel  was  treated, 
together  with  the  protection  afforded  it  by  the  hot,  moist  lint, 
which  likewise  maintained  the  normal  temperature  of  the  viscus. 

The  circumstances  surrounding  this  case  were  the  reverse  of 
what  would  be  desired  by  surgeons  in  these  days  of  antisepticism. 
They  were  briefly  these : — 

A  dancing  party  was  in  the  height  of  its  enjoyment  shortly 
after  midnight  in  a  drawingroom,  the  windows  pushed  up  as  far  as 
possible,  to  permit  the  entrance  of  air  to  the  room,  heated  to  excess 
by  burning  gas  and  a  crowd  of  ladies  and  gentlemen  dancing. 
The  hero  of  what  fortunately  did  not  become  a  tragedy,  although 
having  partaken  plentifully  of  good  things  during  the  evening, 
rushed  across  the  room  in  pursuit  of  a  plum  thrown  into  the  air 
by  one  of  the  guests,  stumbled,  and  fell  through  an  open  window, 
the  window-sill  being  only  about  a  foot  high,  and  was  impaled  on 
the  iron  railing  beneath. 

Case. — ^A  few  minutes  before  1  a.m.,  on  August  8 1st,  1886,  I 
was  called  to  attend  A.  M.,  a  fine  healthy  boy,  aged  nine  years,  who 
had  fallen  a  height  of  about  ten  feet  from  an  open  drawingroom 
window  on  to  the  railings  outside  the  hall-door,  one  of  the  spikes 
of  which  penetrated  his  abdominal  cavity.  On  his  being  removed 
from  off  the  railings  part  of  his  intestines  protruded  through  the 
wound. 

The  accident  occurred  about  half  an  hour  before  I  was  sum* 
m<med.  When  I  arrived  the  boy  complamed  of  intense  abdominal 
pain,  and  resisted  even  very  gentle  manipulation  of  the  intestine 
80  much  that  Surgeon  OTarrell,  who  was  present,  concurred  with 
me  in  the  advisability  of  administering  chloroform  before  making  an 
effort  to  effect  reduction  of  the  hernia.  Whilst  waiting  for  the 
chloroform  to  be  procured  and  administered«-about  three  quarters 
of  au  hour — ^I  covered  the  protruded  intestine  with  a  large  piece  of 
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lint  squeezed  out  of  hot  water,  to  preTont  its  getting  chilled  and 
to  protect  it  from  dast.  When  the  boy  was  fully  antBsthetised  I 
carefully  examined  the  wound,  which  was  less  than  an  inch  in 
diameter,  situated  about  two  inches  above  the  middle  of  Poupart's 
ligament  on  the  right  side.  Protruding  therefrom  was  a  piece  of 
small  intestine,  with  attached  mesentery,  about  the  size  of  a  clenched 
fist.  It  being  found  impossible  to  reduce  the  bowel  after  a  few 
minutes'  delicate  manipulation,  I  determined  to  enlarge  the  opening 
to  facilitate  reduction.  The  outer  angle  of  the  wound  appeared  to 
offer  the  greatest  obstacle  to  reduction,  hence  I  cut  in  an  outward 
direction  through  the  abdominal  wall  for  about  a  quarter  of  an  inch, 
but  found,  on  again  endeavouring  to  replace  the  bowel,  that  the  only 
improvement  effected  was  by  enlarging  the  opening  to  show  that 
the  inguinal  direction  of  the  wound  must  have  been  downwards  and 
inwards,  toward  the  spine  of  the  os  pubis.  Before  proceeding 
further  with  the  description,  I  should  mention  that  the  boy  vomited 
a  large  quantity  of  cakes,  sweetmeats,  &c.,  which  he  had  eaten 
during  the  evening.  While  the  patient  was  retching,  the  protruded 
bowel  became  distended,  and  a  tumour  extending  from  the  external 
abdominal  ring  on  the  right  side  to  the  cutaneous  wound  became 
evident. 

Following  the  hint  which  this  swelling  gave,  I  raised  the  superficial 
structures  at  the  internal  inferior  part  of  the  wound  on  a  director, 
taking  every  precaution  to  avoid  wounding  any  branches  of  the 
superficial  epigastric  artery,  and  enlarged  the  opening  about  half 
an  inch,  then  separated  the  deeper  structures,  including  the  peri- 
toneum, with  my  fingers.  After  some  time,  with  gentle  manipulation, 
assisted  by  Surgeon  Elliott,  who  had  now  arrived  also,  I  succeeded 
in  returning  the  bowel  to  the  abdominal  cavity.  A  small  quantity 
of  clear  peritoneal  fluid  escaped  from  the  abdomen,  but  scarcely  any 
bleeding  occurred. 

The  intestine,  when  reduced,  was  swollen  and  congested,  but  had 
not  lost  its  glistening  appearance.  Having  satisfied  myself  that 
the  intestine  was  really  in  the  abdominal  cavity,  and  not  in  a 
cul'de^eac  outside  the  peritoneum,  I  put  one  suture  in  the  centre 
of  the  opening  through  the  deep  structures,  including  the  peri- 
toneum, leaving  one  end  of  the  silk  thread  hanging  out  of  the  wound 
at  its  most  dependent  part,  and  secured  to  the  skin  by  a  strip  of 
strong  surgeon's  rubber  plaster.  Four  superficial  sutures  were 
then  inserted,  after  which  the  wound  was  washed  and  dried.  A 
compress  of  lint  soaked  in  tr.  benioini  co.  was  applied,  and  retained 
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in  position  by  strips  of  plaster  and  a  spica  bandage — a  broad  roller 
bandage  round  the  abdomen  secaring  all  outside.  Before  reco?ering 
from  the  chloroform  the  boy  was  removed  from  the  sofa  in  the 
drawingroom— -on  which  he  lay  since  the  accident  occurred — and 
placed  in  bed  with  a  piUow  under  his  knees  to  keep  his  thighs 
flexed  on  the  abdomen.  His  pulse  had  by  this  time  recovered  tone, 
and  as  he  was  still  in  a  quiet  sleep  I  left  him  about  8  a.m.,  having 
ordered  half  a  wineglassful  of  water  occasionally  if  thirst  was  dis- 
tressing, also 

9  Liq.  opii  sed.  •  •  -    trii. 

Syrupi  .  .  .31. 

Aq.    -  •  -  -*  -    Jii.    M.  ft.  hanst. 

Mitte  vi.  tales.    Sumat  i.  quartis  horis. 

August  8lBt,  9  45  a.m.— Temp.,  100*4^  F. ;  pulse,  120  per  min. ; 
tongue  slightly  furred  and  moist.  The  patient  was  very  bright,  and 
complained  of  thirst,  but  not  of  pain  or  other  discomfort  Draughts 
to  be  continued,  half  a  wineglassful  of  water  occasionally,  nothing 
else  allowed  to  be  given. 

5  p.m. — ^Temp.,  100*4^  F.;  pulse,  122  per  min  ,  full  and  strong. 
Patient  complained  of  thirst,  but  no  other  discomfort;  was  very 
sensible  and  tranquil  During  the  day  he  voided  a  small  quantity 
of  dark  muddy  urine.  There  was  tenderness  on  pressure  over  the 
bladder  and  seat  of  injurj ;  very  slight  tenderness  on  pressure  at 
any  other  part  of  the  abdomen. 

10  p.m. — ^Temp.,  100*4^  F. ;  pulse,  120  per  min. ;  tongue  slightly 
furred,  but  moist.  The  patient  complained  of  intense  thirst  and 
pain  in  abdomen;  he  was  restless,  with  an  anxious  expression  of  face. 
There  was  marked  tenderness  over  right  inguinal  canal,  extending 
up  to  and  around  the  wound.  The  draughts  were  continued  every 
fourth  hour.  Half  a  wineglassful  of  water  only  was  allowed  occa- 
sionally. 

September  Ist,  9  80  a.m.— Temp.,  100*2^  F. ;  pulse,  114  per  min. 
The  patient  had  been  restless  during  the  night,  his  bowels  moving 
twice  in  the  intervab ;  the  urine  was  normal  in  appearance.  The 
boy  was  tranquil,  he  did  not  complain  of  pain,  and  did  not  feel  so 
tender  on  pressure  as  on  the  previous  night  The  wound  was 
exposed,  but  there  was  no  pus  to  be  seen ;  it  was  then  washed  and 
dressed  as  before.  Allowed  half  a  wineglassful  of  milk  occasionally. 
The  draughts  to  be  given  if  required. 

4  80  p.m. — ^Temp.,  100*2^  F. ;  pulse  slower;  vomiting  occurred 
once  during  the  day,  hence  the  milk  was  discontinued  and  water 
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only  given.  Tenderness  on  pressare  was  less,  no  pain  complained 
of  bj  patient. 

2nd,  9.45  a.m. — ^Temp.  normal ;  pnlse,  84  per  min. ;  reiy  slight 
tenderness  and  no  pain  complained  of.  The  patient  was  bright  and 
cheerful,  and  asked  for  some  food.  He  had  slept  all  night  without 
having  taken  a  draught.  I  removed  the  superficial  sutures,  leaving 
in  the  deep  one,  which  was  quite  firm  still,  and  placed  strips  of 
adhesive  plaster  across  the  wound'  to  prevent  any  tendency  to 
gaping.  The  edges  had  united  almost  completely  by  primary  union. 
There  was  very  slight  sero-sanguineous  discharge,  but  no  pus.  The 
wound  was  then  dressed  with  dry  lint,  and  a  spica  bandage  applied. 

5  p.m. — ^Temp.  normal;  pulse,  82  per  min.  The  child  was  tranquil, 
free  from  pain,  complaining  only  of  hunger.  His  bowels  were  moved 
once  naturally  during  the  day.  He  was  allowed  half  a  teacupful  of 
milk  with  a  teaspoonful  of  lime-water  every  third  hour. 

3rd,  12  15  p.m. — ^Temp.  normal ;  pulse,  82  per  min.  The  child 
was  bright,  and  complained  only  of  hunger,  was  beginning  to  object 
strongly  to  the  enforced  fasting.  The  bowels  acted  naturally  in  the 
morning ;  urine  normal ;  no  medicine  was  administered  ;  half  a  tea- 
cupful  of  milk  was  ordered  to  be  given  every  second  hour,  and  half 
a  wineglassful  of  chicken  jelly  twice  in  the  day. 

4tb. — Temp,  and  pulse  normal  The  child  was  cheerful  Only 
liquid  food  was  given.  During  the  following  six  days  the  wound 
was  dressed  with  lint  and  oil    Liquid  food  only  was  given. 

10th. — ^The  deep  suture  on  bemg  gently  pulled  came  away  with 
merely  a  trace  of  pus.    The  wound  was  dressed  as  before. 

12th. — ^The  patient  was  very  bright,  and  mending  rapidly  in 
health,  but  complained  of  only  being  allowed  slops,  so  that  some 
beefsteak  was  added  to  his  rations. 

17th. — ^The  wound  had  practically  healed.  The  boy  sat  np  with 
a  broad  belt,  having  a  pad  three  inches  in  diameter  placed  over 
the  cicatrix  of  rent  in  abdominal  wall,  protected  by  a  piece  of  lint 
soaked  in  olive  oil  The  boy  continued  to  improve,  and  as  there 
was  no  tendency  to  hernia,  he  was  allowed  to  move  about  on 
September  17th,  with  a  broad  belt  around  his  abdomen. 

This  case  I  thought  would  interest  the  Academy  because  of— 

1.  Recovery,  following  exposure  and  constriction  of  the  intes- 
tines of  nearly  two  hours'  duration. 

2.  The  thoroughly  aseptic  course  taken  by  the  process  of  healing, 
although  the  accident  happened  and  the  bowel  was  returned  to  the 
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abdomen  in  an  atmosphere  impure  with  human  exhalations  and 
laden  with  dust ;  the  slight  localised  peritonitis ;  no  antiseptic 
precautions  other  than  extreme  cleanliness  and  care  being  used. 

8.  No  tendency  to  ventral  hernia  one  year  and  a  half  after  the 
accident. 

4.  The  minute  dose  of  opium  required  to  control  the  peristaltic 
action  of  the  intestine  and  allay  pain. 
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Surgeon  and  Lecturer  on  Surgery,  St.  VinoeDt'a  Hospital ; 
Late  Senior  Demonstrator,  Catholic  Universiiy  Medical  School. 

[Read  in  the  Section  of  Sorgery,  May  11,  1888.] 

The  subject  to  which  I  desire  to  call  attention  this  evening  is  of 
such  importance,  and  its  bearings  are  so  numerous,  that  I  cannot 
hope  to  deal  with  it  adequately  in  the  time  at  my  disposaL 

Before  entering  on  the  subject  proper  of  this  paper,  I  wish  to 
refer  to  a  case  of  mine  which  demonstrates  the  value  of  resection 
and  suture : — 

Case. — The  patient,  a  lad  of  sixteen  years,  came  under  my  care 
in  St.  Vincent's  Hospital  on  the  15th  November,  1886. 

Previous  History. — ^In  the  December  of  1885,  after  jumping  from 
a  cart  on  to  a  paved  road-way,  he  experienced  very  severe  pain  in 
the  right  inguinal  region,  which  necessitated  his  removal  to  bed, 
where  he  remained  for  three  weeks.  During  this  time  he  suffered 
from  intense  pain  over  the  right  inguinal  region,  extending  upwards 
and  inwards  to  umbilicus.  Under  treatment  the  pain  subsided,  and 
early  in  the  fourth  week  he  was  allowed  up ;  but  pain  coming  on 
with  increased  severity,  he  was  obliged  to  return  to  bed,  where  he 
remained  until  May,  1886,  when  he  went  to  the  country.  In  the 
end  of  May  he  was  obliged  to  again  seek  surgical  aid  in  Dublin, 
as  he  found  a  small  painful  swelling  appearing  above  the  middle  of 
the  iliac  crest.  This  swelling  was  poulticed  for  fourteen  days.  On 
incision  it  discharged  a  mixture  of  faeces,  pus,  and  blood.  The 
wound  closed  and  swelling  reappeared,  and  opened  spontaneously, 
giving  exit  to  foetid  pus.  This  discharge  continued,  but  the  intense 
abdominal  pain  disappeared.  In  October,  1886,  he  experienced  a 
slight  return  of  the  pain,  and  after  a  few  days  the  discharge,  which 
had  decreased,  eame  freely  again,  but  stained  with  bile.  About 
this  time  he  suffered  greatly  from  cramps  in  right  leg  and  severe 
pain  running  from  groin  to  knee. 
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Conditiwk  on  Admission, — He  was  pale  and  emaciated ;  face  drawn 
and  anxious ;  pupils  dilated  ;  pulse,  120  ;  temperature  sub-normal ; 
feet  and  hands  cold  and  clammy ;  urine  normal  in  amount  and  ap- 
pearance ;  no  albumen  ;  tongue  coated  with  white  fur ;  occasional 
vomiting  of  bile-stained  fluid.  He  suffered  from  constipation,  and 
complained  of  severe  pain  passing  from  right  groin  down  thigh  as 
far  as  knee.  Right  leg  and  thigh  were  greatly  wasted.  Above  the 
middle  of  the  iliac  crest  I  found  a  fistula  capable  of  admitting  the 
point  of  the  little  finger,  and  leading  into  the  right  iliac  fossa. 
Along  this  a  probe  passed  readily  as  far  as  the  edge  of  the  true 
pelvis.  A  slight  swelling  appeared  above  the  outer  three-fourths 
of  Poupart's  ligament,  and  backwards  to  fistulous  opening.  It  was 
semi-elastic,  dull  on  percussion,  and  extended  towards  umbilicus. 
The  fistula  discharged  large  amounts  of  curdy  pus,  containing  all 
the  solid  particles  of  his  food,  and  having  a  yellow  colour  and  sour 
odour.     He  weighed  on  admission  6  st.  5  lbs. 

On  December  12th  I  made  an  incision  along  the  iliac  crest, 
five  inches  in  length,  and  removed  a  large  amount  of  fungous 
granulation  tissue,  scraping  the  iliac  fossa  with  Volkmann's 
scoop.  I  laid  in  a  very  large  drainage  tube,  applied  antiseptic 
dressings,  and  had  the  patient  removed  to  the  ward.  Nutrient 
enemata  were  administered,  and  he  was  not  allowed  anything  by  the 
mouth.  The  dressings  were  changed  on  the  third  day,  and  the  dis- 
charge was  found  to  be  very  slight  and  a  mixture  of  pus  and  blood. 
For  three  weeks  he  was  kept  in  the  recumbent  posture  and  nourished 
by  enemata.  In  the  fourth  week  he  was  allowed  liquids  by  the 
mouth,  and,  as  no  discharge  occurred  from  the  fistula,  the  enemata 
were  now  discontinued,  and  the  patient  was  allowed  up.  In  a  few 
days  he  was  able  to  go  to  the  Convalescent  Home  at  Linden,  where 
he  rapidly  increased  in  weight  and  strength,  until,  while  making 
some  violent  exertion,  he  felt  a  severe  pain  in  his  side  ;  and  when 
the  time  for  dressing  the  wound  came  it  was  found  that  the  peat- 
moss pad  was  covered  with  the  bile-stained  contents  of  the  intestine. 
The  discharge  now  increased.  The  tract  from  the  intestinal  open- 
ing to  the  skin-wound  discharged  pus  in  considerable  amount.  Under 
this  strain  his  health  again  failed,  and  he  came  under  my  care  in  St. 
Vincent's,  where,  after  washing  out  the  sinus  and  again  enforcing 
rest  and  using  rectal  nourishment,  the  discharge  decreased  and  his 
strength  improved.  My  object  in  this  second  attempt  at  strength- 
ening him  was  to  have  him  fit  for  operation,  the  steps  of  which  I 
shall  now  detail,  remarking  however,  beforehand  that  this  opera- 
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tion  was  not  undertaken  until  the  patient  and  hia  friends,  seeing 
the  miserable  condition  in  which  the  fistula  kept  him,  insisted  on 
my  vigorous  interference.  Placing  before  them  the  most  gloomy 
pictureof  bis  prospect,  I  proceeded  as  fullows,  on  March  10, 1887: — 
An  inciaioQ  was  made  seven  inches  in  length,  extending  from 
about  two  inches  above  the  anterior  superior  spine  of  the  ilium 
obliquely  downwards  and  inwards  to  one  and  a  half  inches  above 
the  middle  of  Foupart's  ligament.  The  incision  was  earned  down 
to  the  peritoneum,  which  was  pushed  inwards  and  upwards,  so  that 
I  might  discover  the  orifice  in  the  boweL  Here  I  had  some  diffi- 
culty ;  the  tissues  were  io&itrated  with  fungous  granulation  material, 
and  sinuses  burrowed  in  all  directions,  so  that  It  was  impossiUe  to 
determine  the  exact  seat  of  the  fistula.  To  solve  the  difficulty  I 
introduced  a  mixture  of  dilute  carbolic  solution  and  milk  into  the 
bowel  by  means  of  a  siphon,  and,  after  a  considerable  amount  had 
entered,  I  discovered  a  large  stream  passing  into  the  iliac  fossa  at 
its  innermost  part ;  and  examining  this  region  carefully,  I  detected 
an  orifice  capable  of  admitting  the  index  finger  readily,  and,  seeing 
that  no  extra  peritoneal  operation  could  be  of  service,  I  incised  the 
peritoneum  along  the  line  of  abdominal  wound,  having  first  passed 
a  large  drainage  tube  through  the  anterior  wound  and  out  at  the 
opening  above  the  crest.  This  served  to  draw  away  the  milky 
fluid,  which  continued  to  pour  from  the  fistula. 

Fig.  1 
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On  opening  the  peritoneum  I  found  a  coil  of  amall  inteatine  lying 
in  front  of  the  cscnm,  which  wits  distended  and  fixed  to  the  ileum, 
opposite  the  attachment  of  the  Termiform  appendix,  as  depicted  at 
A,  Fig.  1.  On  raising  this  coil  of  iatestiae,  and  separating  it  from 
the  ileum  with  the  handel  of  a  scalpel,  it  was  found  that  an  opening 
existed  hetween  the  two  coils  at  the  point  of  attachment  at  A, 
Fig.  1.  Bringing  the  perforated  part  of  inteetine,  D,  Fig.  2,  through 
the  wound,  I  resected  an  elliptical  ring  from  the  margin  of  the  per- 
foration, shown  by  the  dotted  line  round  D,  Fig.  3,  closing  the  wound 
thus  refreshed  with  Lemhert  sntnre,  as  at  G,  Fig.  3.  I  pressed  the 
coil  (which  was  slightly  narrowed  by  the  suturing)  upwards  into  the 
abdomen,  and  retaining  it  there  with  a  large  fiat  sponge  I  examined 
the  cscum,  and  found  it  healthy.  The  vermiform  appendix  was 
imbedded  in  a  mass  of  tissue  which  I  discovered  binding  down  the 
Fig.  3. 


ilenm  to  the  pelvic  wall.  I  removed  the  appendix  near  the  base, 
as  at  A,  Fig.  2,  and,  inverting  the  edges,  closed  the  opening  by  three 
Lemhert  sntures.  The  ileum  was  firmly  fixed  to  the  edge  of  the 
true  pelvis,  and  on  examining  this  coil  of  intestine  carefully  I  found 
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that  it  was  exteDsively  diseased.  Six  inches  from  the  ileo-cecal 
valve  a  perforation  existed,  as  at  B,  Fig.  1,  capable  of  admitting 
the  handle  of  the  scalpel,  and  from  this  a  channel  existed  through 
fungous  tissue  into  the  false  pelvis ;  half  an  inch  nearer  the  valve 
the  ileum  was  completely  severed,  as  at  G,  Fig.  1,  its  proximal  part, 
which  was  enlarged,  opening  bj  a  trumpet -shaped  orifice,  capable 
of  admitting  two  fingers,  into  a  large  irregular  channel  leading  to 
the  lumbar  fistula.  The  mucous  membrane  was  greatly  thickened 
and  everted,  and  thrown  into  radiating  folds,  as  shown  at  D,  Fig. 
1.  The  piece  of  ileum  remaining  attached  to  the  large  intestine 
was  very  firmly  fixed  to  the  pelvic  wall,  and  two  inches  and  a  half 
from  the  valve  a  lateral  opening  existed  in  it,  as  at  E,  Fig.  1,  capable 
of  admitting  one  finger.  The  mucous  membrane  protruded  through 
this  opening,  and  presented  as  a  fringe  on  the  outside  of  the  bowel. 

Fig.  3. 


The  opening  of  the  small  piece  of  ileum,  represented  at  F,  Fig.  1, 
was  very  narrow ;  the  mucous  membrane  did  not  project  through 
it,  as  at  D.  This  was  the  most  adherent  part  of  the  intestine,  and 
to  its  lower  border,  as  shown  in  Fig.  2,  the  vermiform  appendix  was 
attached.   I  now  broke  down  the  adhesions  which  bound  the  diseased 
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parts  to  the  edge  of  the  pelvis,  securing  vessels  with  forceps,  and 
raising  the  proximal  end  of  the  ileum  to  the  wound,  I  ligatured  the 
mesenteric  vessels  hj  passing  an  aneurysm  needle  with  a  double 
catgut  ligature  under  them.  I  then  cut  the  mesentery  between  the 
ligatures,  and  severed  the  bowel  one  inch  from  the  lateral  opening, 
as  at  B,  Fig.  2,  A  similar  process  was  adopted  with  the  mesentery 
of  the  distal  portion  of  the  ileum,  which  I  removed  one  inch  from 
the  ileo-csecal  valve,  as  at  G,  Fig.  2.  I  now  closed  the  mesenteric 
notch,  brought  the  parts  F  and  6  together  with  deep  and  superficial 
catgut  suture  (Czerny-Lembert),  and,  thoroughly  cleansing  the  parts, 
closed  the  abdominal  wound  with  deep  and  superficial  suture,  as  at 
B,  Fig.  8,  and  passed  a  large  drainage-tube  from  its  upper  angle 
out  through  the  opening  above  the  iliac  crest.  The  wound  was 
sprinkled  with  iodoform  and  the  ordinary  carbolic  dressing  applied, 
a  peat  moss  pad  being  placed  over  the  neighbourhood  of  the  fistula. 
The  operation  was  conducted  under  the  spray,  and  in  the  theatre, 
at  a  temperature  of  70^. 

Immediately  after  operation  the  patient  was  removed  to  the 
small  ward  off  the  theatre,  and  a  rectal  injection  of  egg,  beef -tea, 
and  liq.  pancreat.  (Earl)  administered.  In  half  an  hour  afterwards 
he  had  ^  gr.  of  morphin  hypodermically.  His  temperature  in  the 
evening  was  99*2^  At  6  30  he  was  dozing  quietly.  At  10  30 
p.m.  a  second  nutrient  enema  was  administered.  At  3  a.m.  on 
the  11th  another,  and  also  a  hypodermic  of  ^  gr.  morphia.  At  10 
a.m.  on  the  11th  the  note  is — ''Slept  for  six  hours  during  the 
night;  passeiJ  water  twice  since  operation;  temperature,  98*2^; 
pulse,  132 ;  tongue  moist,  with  soft  white  fur  at  base ;  slight  pain 
in  abdomen,  which  is  distended  and  tympanitic."  Three  enemata 
were  given  during  the  day  and  two  hypodermics  of  morphia.  In 
the  evening  the  temperature  was  98^;  pulse,  130,  very  feeble.  At 
1 1  p.m.  enema,  as  before-mentioned,  with  the  addition  of  a  dessert- 
spoonful of  brandy,  is  given,  which  is  retained,  and  morphia  is 
administered,  as  on  previous  night. 

12th. — Slept  well  during  the  night ;  pulse  120,  weak  and  com^ 
pressible.  Suffered  from  vomiting  of  clear  acid  fluid  stained  with 
bile.  This  greatly  distressed  him.  A  mustard  leaf  was  applied  to 
the  epigastrium,  and  a  small  dose  of  dilute  hydrocyanic  and  sul« 
phuric  acids  was  administered,  which  effectually  stopped  this  un- 
favourable symptom.  He  complained  of  severe  pain  over  wound, 
extending  towards  umbilicus. 

13th. — Slept  five  hours ;  no  vomiting ;  pain  in  abdomen  much 
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less ;  tenderness  still  present ;  no  motion  from  bowels.  Enemata 
continued,  and  morphia.     Pulse,  130 ;  temperature,  97^. 

14th. — ^Wound  dressed,  alternate  sutures  removed;  slight  dis- 
charge of  pus  from  fistula  and  from  drainage-tube  in  wound ;  no 
vomiting;  slight  motion  from  bowels,  and  discharge  of  fiatus. 
The  patient  called  my  attention  to  a  swelling  above  the  line  of 
incision,  which  disappeared  before  each  escape  of  flatus,  and  as  it 
was  disappearing  he  experienced  a  sharp  pain  deep  in  the  wound. 
Pulse,  100 ;  temperature,  98-2®. 

15th. — Slept  well  during  night ;  copious  motion  from  bowels ;  no 
vomiting;  abdomen  flat;  tenderness  much  less;  pulse,  100; 
temperature,  98*4®. 

16th. — Wound  dressed;  there  is  a  slight  trace  of  bile  in  the 
discharge,  and  on  removing  dressings  some  bubbles  of  gas  escaped ; 
no  pain  or  tenderness.     Pulse,  96 ;  temperature,  98*6^. 

From  this  date  the  patient  made  an  uninterrupted  recovery,  the 
temperature  never  going  above  98*6^,  the  pulse  gradually  diminish- 
ing in  frequency,  until  on  the  21st,  when,  the  wound  being  quite 
healed  except  at  site  of  drain,  he  was  allowed  up.  Liquid  nourish- 
ment was  first  given  by  the  mouth  on  the  17th  and  on  the  25th — 
that  is,  fifteen  days  after  the  operation — he  was  allowed  bread  with 
essence  of  meat.  He  rapidly  increased  in  weight,  and  left  the 
hospital  at  the  end  of  May,  weighing  8st. — ^his  weight  before 
operation  being,  as  above-mentioned,  6  st.  5  lbs.  He  now  weighs 
8  St.  7  lbs. 

Before  referring  to  the  statistics  of  this  operation,  there  are 
some  points  in  reference  to  the  above  case  which  are  deserving  of 
notice.  First,  the  course  taken  by  the  contents  of  the  intestine 
was  peculiar.  Instead  of  passing  downwards  to  Poupart's  ligament, 
and  presenting  above  that  structure,  as  in  most  cases,  they  passed 
under  the  caecum,  and,  turning  over  the  iliac  crest,  pointed  near 
the  edge  of  the  quadratus  lumborum.  Second,  it  is  unusual  to 
find  so  many  openings  exist  in  the  bowel  without  exciting  suppura- 
tive peritonitis;  and  third,  the  effort  of  nature  to  relieve  the 
bowel,  as  shown  at  A,  Fig  1,  is  remarkable.  Here  adhesive  peri- 
tonitis allowed  perforation  to  occur  without  extravasation,  and 
with  the  efPect  of  re-establishing  the  continuity  of  the  intestinal 
canal,  when  the  abscess  obstructed  the  ileum  at  F,  Fig.  1.    It  is 
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also  worthy  of  remark  that  the  sntaring  caused  a  temporary  nar- 
rowing of  the  intestines,  as  evidenced  by  the  condition  produced  by 
flatus  passing  through  the  bowel,  as  noted  on  the  14th. 

The  enterectomies  recorded  are  now  sufficiently  numerous  to 
permit  of  a  fairly  accurate  estimate  being  made  of  the  value  of  the 
different  methods  of  restoring  the  continuity  of  the  intestinal  tract. 
They  number,  as  far  as  I  am  aware,  215.  A  review  of  those  cases, 
and  of  their  results,  affords  ample  opportunity  of  studying  the  cir- 
cumstances under  which  this  proceeding  is  likely  to  prove  successful, 
the  dangers  to  be  provided  against,  and  the  most  satisfactory  way 
of  carrying  out  each  step  of  the  operation. 

Section  A. — Taking  first  the  instances  of  resection  for  gangrenous 
hernia,  we  find  that  of  76  cases,  41  died;  11  from  yielding  of  the 
sutures ;  8  from  exhaustion ;  2  from  carbolic  acid  poisoning ;  2  from 
asphyxia ;  12  from  septic  peritonitis ;  3  from  simple  peritonitis ; 
in  the  others  the  cause  of  death  is  not  noted.  Now,  a  study  of 
these  cases  will  show  on  what  this  high  death-rate  depends.  Of 
the  11  cases  in  which  the  sutures  yielded,  in  4  the  fatal  result  was 
brought  about  by  an  overloaded  condition  of  the- bowel;  in  3  it 
was  due  to  imperfect  suture ;  and  in  the  remaining  4  to  the  low 
vitality  of  the  bowel  at  the  suture  line,  one  of.  them  having  the 
mesentery  detached  for  half  an  inch.  In  most  of  the  cases  death 
resulted  from  extravasation  and  septic  peritonitis. 

Of  the  12  instances  of  septic  peritonitis  without  perforation, 
7  were  examples  of  long  strangulation,  the  bowel  being  inflamed 
and  softened  for  a  considerable  distance  beyond  the  seat  of 
gangrene ;  in  3  f seces  escaped  into  the  abdomen  during  the  opera- 
tion ;  and  2  of  the  3  died  rapidly  of  septic  intoxication ..  In  the 
other  2  the  fatal  result  was  due  in  part  to  lengthened  exposure  of 
the  peritoneum  during  the  operations,  which  lasted  nearly  three 
hours.  Of  the  8  cases  which  died  of  exhaustion,  3  were  in  a  state 
of  great  prostration  before  the  operation ;  in  3  the  operation  was 
tedious  owing  to  delay  in  breaking  down  of  adhesions ;  while  in  the 
other  two  instances  the  patient  lived  only  a  few  hours  after 
operation.  Two  of  the  3  cases  of  simple  peritonitis  resulted  from 
the  operation ;  1  arose  from  indiscretion  in  feeding.    The  cases  of 
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asphyxia  and  of  poLsonkig  were  accidents  which  may  attend 
any  .prolonged  operation,  and  so  need  not  engage  our  attention 
here. 

The  question  now  arises — What  percentage  of  these  cases  are 
due  to  causes  over  which  we  have  control  ?  More  than  one-fourth 
of  .all  the  cases  died  of  troubles  arising  from  yielding  of  the  sutures. 
By  eliminating  the  causes  of  this  perforation  we  should  be  able  to 
reduce  the  mortality  considerably.  The  causes,  as  above  shown, 
are — 1st  Suturing  through  diseased  tissue.  2nd.  Faulty  suture 
material,  or  its  impropw  application,  drd.  The  return  of  over- 
loaded coils  of  intestine.  4th.  A  separation  of  the  mesentery  from 
the  bowel.  Each  of  the  above  causes  we  can  largely  control,  as  I 
shall  mention  hereafter.  The  deaths  from  septic. peritonitis,  num- 
bering as  they  do  more  than  40  per  cent,  of  all  the  deaths  from 
this  operation,  will  become  fewer  when  we  leam  to  operate  before 
septic  absorption  has  commenced,  and  when  we  avoid  undue 
exposure  of  the  peritoneiun,  while  deaths  from  exhaustion  will 
entirely  disappear  from  the  b'st  if  we  hearken  to  the  words  of 
Chauvel,  who,  in  speaking  of  enterectomy  for  injury,  said — 
'^  Either  operate  early,  or  if  you  have  allowed  the  propitious  time 
to  pass  by,  abstain  from  all  surgical  intervention." 

Section  B« — Resection  for  intussusception  has  been  p^ormed 
13  times,  and  on  only  3  occasions  with  success.  In  4  cases  which 
succumbed,  death  resulted  from  gangrene  of  the  suture  line,  due 
to  suturing  inflamed  tissue.  In  3,  septic  peritonitis  without  perfo- 
ration occurred.  In  2,  death  arose  from  exhaustion  in  a  few  hours 
after  the  operation.  One  ease  was  pulseless  during  the  last 
minutes,  of  the  operation,  and  died  while  being  carried  to  bed.  It 
would  be  very  unfair  to  ascribe  this  high  mortality  to  the  inherent 
dangers  and  difficulties  of  the  operation,  since  some  of  the  cases 
recorded  could  not  have  withstood  even  a  trivial  operation. 

The  histories  of  these  cases  show  that  surgical  intervention  to 
be  effective  must  be  early. 

Of  the  other  cases  of  acute  obstruction  treated  by  resection, 
6  in  number,  4  died;  1  recovered  completely;  another  with  a 
fsecal  fistula.    This  gives  a  total  of  95  cases  of  resection,  with  54 
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deaths ;  and  I  doubt  if  this  represents  the  actual^  mortality  after 
this  serious  operation.  I  fear  that  many  of  the  failures  met  with 
in  this  branch  of  surgical  practice  are  not  recorded,  and  so  I 
would  be  inclined  to  look  upon  the  above  as  the  bright  side  of 
the  picture  of  surgical  prowess  in  dealing  with  acute  intestinal 
obstruction. 

It  will  be  seen  from  the  above  list  of  operations  conducted  for 
the  relief  of  acute  intestinal  obstruction  that  a  very  high  mortality 
attends  all  attempts  at  resecting  and  immediately  suturing  the 
bowel.  That  such  should  be  the  case  is  not  to  be  wondered  at 
when  we  consider  the  state  of  things  existing  at  the  seat  of  disease, 
and  acting  injuriously  on  the  entire  system. 

Taking  first  the  instances  of  resection  for  gangrenous  hernia, 
we  find  that  41  of  76  died,  most  of  them  within  a  week  of  the 
operation,  and  either  from  opening  of  the  sutures,  septic  absorption, 
or  suppurative  peritonitis. 

M.  Bouilly,  in  his  able  article  on  "  Enterectomy,'*  says  that 
resection  and  suturing  of  bowel  for  gangrene  is  not  only  authorised 
but  indicated.  He  takes  care,  however,  to  safeguard  this  opinion 
by  enumerating  the  conditions  under  which  it  should  be  done,  but 
such  conditions  are  very  rarely  present  when  gangrene  sets  in. 
Dr.  Carl  Koch,  in  a  very  instructive  article  on  this  subject,*  says : — 
^'  I  must  confess  that  neither  heretofore  nor  in.  my  present  practice 
was  I  ever  tempted  to  do  primary  resection  in  gangrenous  hernia.  I 
always  construct  an  abnormal  anus,  with  the  intention  of  removing 
it  by  operation  afterwards."  And  why  avoid  tiiis  immediate 
suturing  of  the  bowel  and  closing  of  the  abdominal  wound  ?  The 
answer  is  found  in  another  part  of  the  same  article,  and  may  be 
briefiy  stated  as  follows : — 

1.  The  patient  is  already  broken*  down,  the  severe  pain  and 
vomiting  due  to  strangulation  greatly  weakening  the  heart,  as 
shown  by  a  miserable  pulse. 

2.  The  operation,  necessarily  tedious,  requires  a  protracted  chloro- 
form narcosis,  producing  a  collapse  from  which  many  patients  never 
rally. 

«  Deutsche  Zeitschrift  fMr  Cfairuvgie.    March,  1880i 
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3.  The  very  marked  inflammatory  changes  about  the  gangrenous 
part  render  suture  and  return  of  the  bowel  a  very  dangerous  pro- 
ceeding, since,  as  shown  by  many  of  the  cases  noted,  gangrene  of 
the  suture  line  and  perforation  occur. 

4.  Septic  peritonitis  may  arise  from  introducing  into  the  abdo- 
men a  piece  of  intestine  in  a  state  bordering  on  gangrene. 

It  may  be  argued  that  the  intestine  may  recover  when  gangrene 
has  almost  set  in  if  returned  to  the  abdominal  cavity.  This  fact 
is  undoubted,  but  it  is  only  in  the  absence  of  a  cutting  operation  on 
the  bowel.  But  when  the  intestine  is  so  far  impaired  that  its 
return  into  the  abdomen  is  unsafe,  and  its  removal  becomes  neces- 
sary, we  usually  find  it  thickened  and  inflamed  for  a  considerable 
distance  beyond  the  gangrenous  part,  as  well  as  being  surrounded 
and  infiltrated  with  a  sepsin-holding  fluid,  which  is  (especially  in 
the  presence  of  a  cutting  operation,  and  in  a  patient  exhausted  by  a 
protracted  chloroform  narcosis)  capable  of  producing  septic  intoxi- 
cation and  rapid  death. 

And  this  applies  alike  to  all  cases  of  acute  intestinal  obstruction 
in  which  gangrene  is  present.  From  the  results  above  noted,  and 
from  my  experience  of  cases  of  gangrenous  hernia,  I  certainly 
concur  with  Koch  in  saying  that  in  all  cases  of  gangrenous  hernia 
and  in  intussusception,  when  the  bowel  is  greatly  inflamed,  a  false 
anus  should  be  formed,  leaving  the  suturing  of  the  bowel  for  a 
future  operation,  when  its  walls  have  become  healthy.  Even  in  a 
healthy  bowel  the  suture  line  occasionally  sloughs,  leading  to  per- 
foration and  peritonitis ;  how  much  more  readily  and  frequently 
will  an  inflamed  and  softened  tissue  yield  and  produce  a  fatal 
result.  A  point  of  very  considerable  importance  in  reference  to 
this  immediate  resection  and  suturing  is  the  danger  of  breaking 
down  adhesions  which  may  have  formed  at  the  abdominal  ring, 
and  would  prevent,  if  left  alone,  all  danger  of  extravasation.  The 
result  of  rupturing  these  attachments  is  seen  in  an  instance  brought 
before  the  Surgical  Society  of  Paris  by  M.  Bouilly,  and  referred 
to  elsewhere  in  this  paper.  In  this  case  digital  examination  of  a 
faecal  flstula  broke  down  peritoneal  adhesions,  and  the  patient  died 
of  septic  peritonitis  in  twenty-fours  after. 
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Recently  I  have  heard  and  read  of  the  adyisability  of  suturing 
the  bowel  immediately  after  resection — that  the  mortality  attending 
the  combined  operation  does  not  exceed  that  which  attends  the 
procedures  when  conducted  separately.  The  following  figures 
show  the  fallacy  of  this  statement: — Of  36  cases  of  gangrenous 
hernia,  in  which  an  artificial  anus  was  formed,  only  9  died ;  in  14 
the  enterotome  was  used,  with  1  death ;  in  5  resection  and  suture, 
with  1  death;  in  8  partial  resection,  all  successful;  3  healed 
spontaneously.  In  1  the  fistula  was  not  interfered  with.  That  is, 
11  out  of  36  succumbed  to  the  slower  method  Now  of  76  cases 
in  which  immediate  resection  and  suture  was  adopted,  41  died. 

There  are,  therefore,  at  least  three  reasons  for  dividing  the 
operations  for  gangrenous  hernia  into  two  stages — Ist,  the  much 
better  chance  of  an  immediate  good  result ;  2nd,  the  prospect  of 
spontaneous  closure  of  the  artificial  anus ;  3rd,  the  chance  of  being 
able  to  close  the  fistula  by  a  skin-flap,  or  by  Dupuytren's  entero- 
tome. 

Much  that  has  been  said  in  reference  to  hernia  will  hold  good 
in  speaking  of  intussusception,  since  the  conditions  resemble  each 
other  so  much.  Up  to  this  the  results  of  resection  have  been  very 
unfavourable.  This  is,  I  think,  owing  to  the  delay  in  operating 
arising  from  fruitless  efforts  at  reduction  of  the  invagination,  and 
to  the  time  allowed  to  elapse  before  operation  is  attempted.  In 
irreducible  invagination  immediate  resection  must,  as  a  rule,  be 
done,  since  the  ensheathed  piece  of  intestine  will  slough  off  and 
give  rise  to  septic  peritonitis  if  left  in  the  abdominal  cavity. 
Whether  complete  suture  should  follow  the  resection  of  the  bowel, 
or  an  artificial  anus  be  formed,  is  still  doubtful ;  I  would  be  in 
favour  of  leaving  free  exit  for  the  intestinal  contents. 

Section  C. — We  next  come  to  study  the  value  of  enterectomy 
and  enterorrhaphy  in  cases  of  chronic  intestinal  obstruction  arising 
from  cancer  or  other  causes.  The  following  are  the  results  in 
26  cases  which  I  have  collected,  with  the  object  of  estimating  the 
real  worth  of  these  operative  procedures: — 7  were  for  simple 
stricture,  with  3  deaths;  19  for  malignant  disease,  with  11  deaths. 
Most  of  the  cases  died  with  pyemic  symptoms.      Five  of  those 
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operated  on  for  malignant  disease  had  secondary  deposits  in  the 
deeper  organs,  while  3  of  them  were  already  greatly  broken  down 
by  haemorrhages  and  inanition.  Many  of  the  resections  here  were 
only  of  small  portions  and  not  engaging  the  mesentery,  and  until 
a  list  of  many  complete  resections  is  made  accurate  conclusions 
cannot  be  arrived  at. 

I  have  purposely  omitted  from  the  above  number  all  mention  of 
pyloric  and  rectal  stricture,  as  I  have  already  called  attention  to 
the  results  of  pylorectomy*  and  excision  of  the  rectum.^ 

The  above  records  are  somewhat  disappointing,  but  when  we 
consider  the  circumstances  under  which  many  of  the  operations 
were  performed  we  are  obliged  to  admit  that  the  results  are  good. 
For  instance,  in  some  of  them  no  preparation  was  made  for  resec- 
tion, and,  as  we  shall  see  hereafter,  much  depends  on  carrying  out 
well  the  details  of  the  operation.  In  others  the  position  of  disease 
protracted  the  operation,  while  in  not  a  few  the  patients  were 
already  in  a  pyaemic  condition  before  the  operation. 

As  far  as  I  can  see,  from  the  histories  of  cases  before  me,  there 
is  no  need  for  making  a  false  anus  unless  the  patient  is  much 
broken  down,  ulceration  exists  above  the  seat  of  stricture,  or  there 
is  acute  obstruction.  In  the  first  instance  a  protracted  operation 
would  lead  to  a  fatal  result,  and  in  the  second  and  third  the  bowel 
wall  would  yield  and  death  occur  from  peritonitis.  In  most 
chronic  obstructions  resection  and  immediate  suturing  are  advisable, 
but  enterectomy  or  colotomy  is  preferable  to  resection  in  acute 
cases ;  because,  first,  the  patient  is  prostrate  and  unable  to  bear  a 
lengthened  operation;  second,  the  intestine  is  unfit  for  a  plastic 
operation,  owing  to  the  infiltration  of  its  walls  with  lymph  and 
foetid  pus.  While  no  case  of  recovery  is  recorded  after  resection 
in  acute  obstruction  due  to  stricture  or  cancer.  Van  Erckelens  has 
shown  that  of  262  colotomies  151  recovered.  I  believe  that  in 
operations  on  the  large  bowel,  more  especially  when  performed 

•  Dublin  Journal  of  Medical  Science.     VoL  LXXXIII.     No.  186,  p.  511. 
June,  1887. 
^  TransactiunB  of  the  Academy  of  Medicine  in  Ireland.    Vol  II.,  p.  229. 

1884. 
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while  severe  inflammation  exists  at  the  seat  of  stricture,  complete 
section  of  the  gnt  should  not  be  made  at  first,  because  thereby  the 
peritoneum  is  necessarily  much  implicated  at  a  time  when  the 
bowel  is  not  only  inflamed  but  often  ulcerated,  and  frequently  the 
receptacle  of  accumulated  filth.  Under  such  circumstances  septic 
peritonitis  is  not  to  be  wondered  at,  and  accounts  for  the  much 
higher  mortality  attending  resection  than  colotomy. 

Section  D. — Of  49  resections  for  artificial  anus  19  died,  2  failed. 
Death  resulted  from  septic  peritonitis  in  6 ;  simple  peritonitis  in  4 ; 
collapse,  4 ;  obstruction,  3 ;  pulmonary  embolism,  2.  Of  the  deaths 
from  septic  peritonitis  4  resulted  from  yielding  of  the  sutures  at 
the  mesenteric  border ;  1  from  yielding  of  sutures  due  to  gangrene 
at  wound-border ;  1  from  an  injudicious  separation  of  mesentery 
beyond  the  line  of  section  of  the  bowel.  One  of  the  cases  of  peri- 
tonitis had  symptoms  of  that  trouble  before  operation ;  in  2  the 
operations  were  protracted,  and  much  handling  of  the  intestines 
occurred ;  in  the  fourth  case  no  cause  could  be  assigned  for  the 
fatal  attack.  Two  of  the  cases  of  collapse  were  quite  unfit  for  the 
operation,  while  of  those  which  succumbed  to  intestinal  obstruction 
the  result  was  uninfluenced  by  the  operation  in  2  instances.  The 
mortality  following  the  operation  for  anus  pretematuralis  will 
diminish  greatly  when  cases  are  selected,  the  patients  properly 
*  prepared  for  the  operation,  and  the  minute  details  of  that  proce- 
dure accurately  carried  out. 

The  above  list  is  very  encouraging,  especially  as  it  includes  a 
number  of  cases  quite  beyond  the  reach  of  treatment  by  Dupuy- 
tren's  or  other  methods.  At  least  two-thirds  of  the  cases  recorded 
have  recovered.  Now  this  state  of  affairs,  when  compared  with 
that  shown  in  Section  A.,  is  a  startling  proof  of  the  folly  of  sub- 
jecting patients  suffering  from  gangrenous  strangulated  hernia  to 
a  lengthened  operation. 

When  we  collect  and  review  the  cases  of  enterorrhaphy  for  per* 
forating  wounds  of  the  abdomen  implicating  the  intestine  and 
necessitating  this  procedure,  we  find  that  this  department  of 
surgery  is  keeping  pace  with  the  rapid  advance  which  is  now  being 
made  in  the  operative  treatment  of  intraperitoneal  disease.    Few 
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cases  of  intestinal  suture  for  perforating  wounds  are  on  record. 
Forty  would  more  than  cover  all  the  recorded  cases,  and  after 
eliminating  doubtful  ones  there  are  84  authenticated  instances  of 
this  operation ;  and  of  these  by  far  the  greater  number  have  been 
carried  out  during  the  past  three  years— 8  in  1885,  with  4  recoveries ; 
14  in  1886,  with  3  recoveries ;   and  up  to  this  date  in  1887, 

7  cases,  with  1  recovery.  Of  the  remaining  cases  operated  on,  3 
recovered— 1  in  1836, 1  in  1848,  and  a  third  in  1884.  That  gives 
a  success  of  almost  1  in  3,  and  this,  when  compared  with  the 
results  of  the  pre-Listerian  age,  is  most  encouraging.  It  must  be 
remembered  that  many  of  the  recorded  cases  were  conducted  under 
difficulties,  and  most  of  them,  when  undertaken,  were  unpromising. 
1  have  no  doubt  but  that  a  more  perfect  knowledge  of  the  appli- 
cation of  the  intestinal  suture,  and  a  better  acquaintance  with  the 
circumstances  under  which  the  operation  should  be  attempted, 
will  reduce  very  much  the  mortality  attending  severe  abdominal 
injuries. 

Of  enterorrhaphy  for  rupture  of  the  intestine  occurring  without 
perforation  of  the  abdominal  wall,  we  know  little.     As  yet  only 

8  instances  of  laparotomy  and  suture  for  such  injury  are  recorded. 
Of  these  2  died  within  two  hours ;  2  in  six  hours ;  1  in  twenty-six 
hours.  In  the  sixth,  the  time  of  death  is  not  stated,  while  the 
other  2  recovered  from  the  operation.  Of  the  cases  of  recovery 
above  mentioned,  one  was  an  example  of  the  first  stage  of  treatment 
of  such  injuries — ^that  is,  laparotomy  and  the  formation  of  an 
artificial  anus ;  the  patient  did  well,  and  in  four  weeks  afterwards 
resection  was  performed ;  but  the  patient  died  in  twenty-six  hours ;' 
death  in  this  case  seemed  to  result  from  exhaustion  due  to  the 
prolonged  operation.  The  state  of  things  revealed  by  the  po^ 
mortem  resembled  the  condition  found  after  death  in  a  case  of 
mine,  in  which  the  operation  of  pylorectomy  lasted  two  and  a  half 
hours.  Where,  as  in  Mr.  Croft's  case,  exhaustion  is  present,  the 
operation,  if  lasting  more  than  one  hour  and  a  half,  can  hardly  be 
successf  uL  Such  at  all  events  is  the  experience  derived  from  a  study 
of  resection  of  the  pylorus.     The  second  instance  of  what  may  be 

*  Croft,  Brit.  Med.  Jour.,  I.,  p.  976. 
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claimed  as  a  recovery  is  the  one  recorded  by  M.  Bouilly.^  A  man, 
aged  twenty-nine  years,  was  kicked  in  the  abdomen  by  a  horse,  on 
the  11th  of  June,  1883.  He  came  immediately  under  M.  Bouillj's 
care,  and  on  the  12th,  symptoms  of  intestinal  rupture  arising, 
laparotomy  was  performed.  Five  inches  of  the  small  intestine  were 
resected,  and  Juembert's  suture  was  applied— -silk  No.  0,  being  used ; 
a  large  drainage  tube  was  passed  into  the  pelvis,  and  the  abdominal 
wound  was  sutured  with  silver  wire.  On  the  third  day  an  evacua- 
tion of  the  bowels  occurred,  but  some  fseces  also  passed  through  the 
wound  in  the  abdomen,  and  from  this  date  a  fistula  discharging  a 
considerable  amount  remained.  On  the  tenth  day  after  operation, 
M.  Bouilly  made  a  digital  examination  of  the  bowel  above  and 
below  the  fistula,  in  order  to  determine  what  steps  would  be  neces- 
sary to  restore  the  continuity  of  the  bowel  wall  and  the  existence 
or  absence  of  an  eperon.  In  three  hours  after  exploration  severe 
shivering  set  in,  then  swelling  of  the  abdomen  and  great  pain,  the 
temperature  rising  to  89^  C.  In  twenty-four  hoars  the  patient 
died  with  symptoms  of  septic  peritonitis,  and  the  post  mortem 
revealed  a  breaking  down  of  adhesions  which  had  joined  the 
intestine  to  the  abdominal  wall. 

In  bringing  this  case  before  the  Surgical  Society  of  Paris, 
M.  Bouilly  very  frankly  admitted  that  the  injury  done  during 
examination  of  the  fistula  caused  death.  In  its  absence  the  case 
would  have  recovered ;  and  even  as  it  is,  it  must  be  looked  upon 
as  a  recovery  from  the  operation,  and,  as  such,  must  serve  as  a 
landmark  in  future  efforts  in  a  path  hitherto  apparently  closed  to 
surgical  advance. 

The  above  brief  account  of  the  operations  performed  up  to  this 
may  appear  discouraging ;  but  when  we  remember,  as  is  well  said 
by  Curtis,  **  that  even  a  suppositious  case  of  recovery  after  the 
accident  is  so  rare  as  to  be  a  surgical  curiosity,"  we  may  congra- 
tulate ourselves  on  the  recent  advance  in  our  art  which  enables  us 
to  save  two  in  eight,  when,  as  mentioned  by  Chavasse  in  his 
admirable  paper,  the  expectant  treatment  at  best  did  not  offer  a 
hope  to  more  than  two  in  fifty. 

•  Bulletin  et  Mtfm.  de  U  QomM  de  Chirorgie.    1888.    F.  690. 
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In  reference  to  the  question  of  abdomimil  exploration  for  injured 
intestine,  the  conclusions  arrived  at  by  M.  Bouillj  are — Ist.  That 
examination  of  the  abdomen  for  ruptured  bowel  is  an  authorised 
operation.  2nd«  The  minute  dressing  of  a  peritoneum,  the  subject 
of  an  inflammation  resulting  from  stercoral  discharge,  may  stop  that 
trouble.  3rd.  The  greatest  danger  after  resection  and  suture  is 
the  yielding  of  the  sutures.  4th.  All  efforts  should  tend  towards 
perfection  in  the  suturing.  5th.  Sutured  portion  should  be  left 
near  abdominal  wound.  6  th.  Patient  should  be  nourished  with 
extreme  care.  7th.  We  may  hope  that  experience  of  cases  and 
perfection  of  methods  will  give  complete  success  in  traumatic  cases 
when  treated  early.  Vemueil,  Despr^  and  others,  believe  that 
an  artificial  anus  should  be  formed,  and  later  enterorrhaphy  carried 
out.  The  second  step  should  not  be  undertaken  until  after  the 
lapse  of  at  least  a  month,  as  the  bowel  will  not  sooner  have 
returned  to  its  normal  state,  and  adhesions  will  be  imperfect. 

The  foregoing  pages  fairly  represent  the  work  done  in  intestinal 
resection  and  suture  up  to  this,  and  as  much  of  the  success  of  the 
operation  depends  on  the  carrying  out  of  the  details  of  the  pro- 
cedure properly,  a  brief  review  of  the  methods  adopted  by  different 
operators  may  prove  of  use.  The  steps  of  the  operation  are— 
(a)  abdominal  incision,  (h)  clearing  out  of  intestine,  (c)  section  of 
bowel  and  mesentery,  (i)  intestinal  suture,  (e)  cleansing  of  the 
peritoneum,  and  (/)  closure  of  abdominal  wound. 

The  incision  which  seems  most  advantageous  is  a  central  one 
below  the  umbilicus,  or,  if  the  cause  of  operation  exists  in  the  upper 
abdomen,  one  extending  round  umbilicus  and  upwards  to  ensiform 
cartilage.  The  advantage  claimed  for  this  incision  is  the  readi- 
ness with  which  you  can  reach  and  deal  with  the  mesentery. 
When  the  cause  for  operation  is  in  either  iliac  fossa,  as  happened 
in  my  case,  an  oblique  incision  over  the  seat  of  disease  affords  easy 
access  to  the  bowel  and  its  mesentery.  As  most  of  the  enterectomies 
performed  up  to  this  have  been  conducted  for  disease  of  the  small 
intestine,  the  majority  of  operators  have  used  the  central  incision 
below  the  umbilicus. 

The  clearing  out  of  the  intestine  may  seem  a  minor  point  in  this 
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complicated  operation ;  but  when  we  read  of  suture  of  intestine 
and  its  return  into  the  abdomen  loaded  with  fsecal  matters,  we  are 
not  astonished  to  find  the  patient  die  from  peritonitis,  the  result  of 
fsecal  extravasation — and  such  is  the  history  of  many  cases  referred 
to  in  the  foregoing  pages.  We  are  all  anxious  to  prevent  the 
escape  of  the  intestinal  contents  during  the  operation,  when  the 
danger  of  their  so  doing  is  easily  provided  against,  and  when  the 
occurrence  could  be  remedied  by  a  thorough  cleansing  of  the 
peritoneum;  but,  by  leaving  the  bowel  loaded,  we  expose  the 
sutured  surfaces  to  a  strain  which  they  frequently  prove  too  delicate 
to  bear,  when  peristalsis  occurs  as  reaction  is  setting  in,  and 
thus  render  rupture  likely  when  the  intestine  is  not  within  our 
reach.  If  free  purgation  has  been  brought  about  previous  to 
operation,  and  if  for  thirty-six  hours  the  patient  has  had  nothing 
by  the  mouth  but  a  limited  supply  of  liquid  diet,  the  intestinal 
contents  do  not  give  much  trouble ;  but  when  the  operation  is 
conducted  for  acute  obstr-uction,  injury,  or  a  close  stricture,  one 
meets  with  above  the  point  of  resection  a  considerable  amount  of 
faecal  matter,  which  should,  if  possible,  be  removed  before  complet- 
ing the  section  of  the  bowel.  To  prevent  the  escaping  material 
contaminating  the  peritoneum,  Madelung*  advises  the  passage  of 
a  strong  suture  through  the  lips  of  the  abdominal  incision,  in  order 
to  bring  them  together  after  drawing  out  the  loop  of  intestine  to  be 
operated  on.  Carbolised  protective  is  then  to  be  laid  round  the 
protruding  loop,  which  may  now  be  opened  and  freed  of  its  contents, 
the  upper  portion  of  the  tube  being  washed  out  with  a  warm 
carbolic  solution,  1-200.  In  acute  obstruction,  Rehn^  recommends 
washing  out  the  stomach  before  and  during  the  operation.  This 
he  believes  to  be  very  effective  if  the  distended  intestines  are  not 
readily  manipulated  when  exploring  the  abdominal  cavity  for  the 
seat  of  obstruction. 

In  reference  to  the  important  question  of  closing  the  lumen  of 
the  intestine  during  section  and  suture,  I  fully  agree  with  Sir  W. 

*Arch.  filr  klin.  Chir.  XXVII.,  p.  277.    Ueber  cirouli&re  Dumnaht  nnd 
ParmreeeotioxL 

^  Centralblatt  fUr  Chir.  XXX.,  p.  87. 
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MacConnnc'  when  he  sayB— "Tbe  fingers  are  probably  the  best 
form  of  instnunent  to  prerent  the  escape  of  the  iDtestinal  contenta 
after  divisioa  of  the  tube."  Parkes''  ia  even  more  definite  on  the 
point.  He  aays — "  The  fingers  of  a  reliable  assistant  constitute 
by  far  the  best  clamp  in  resecting  the  intestine."  However, 
besides  digital  rompression  the  intestinal  tube  may  be  ocdaded 
by  (1)  a  loop  of  silk,  (2)  a  piece  of  elastic  tabe  drawn  round 
gut,  (3)  improvised  clamps  as  blades  of  forceps,  covered  with 
rubber  tubing,  (4)  the  elastic  compresses  of  Rydygier,  (5)  clamp 
forceps,  Makins,  (6)  Treves'  clamp,  (7)  Bishop's  clamp,  &c. 

Loops  of  silk,  rubber  tubing,  and  Rydygier's  compresses,  are 
objectionable  for  two  reasons.  First,  they  necessitate  a  perforation 
of  the  mesentery  at  their  point  of  application.  Second,  you  cannot 
regulate  the  amount  of  pressure  used  in  closing  tube,  and  injury  to 
its  walls  may  result. 


Treves'  clamp  (Fig.  4)  also  requires  the  mesentery  to  be  per- 
forated, and  I  think  it  would  impede  the  suturing  at  the  point  where 
the  mesentery  joins  the  bowel ;  and  this  b  undoubtedly  the  situa- 
tion in  which  the  greatest  care  ia  necessary  in  approximating  the 
serous  layers. 

The  principle  of  Bishop's  clamp  (Fig.  5)  seems  better,  but  the 
appliance  is  cumbersome,  and  would   be  difficult  of   application 

■Oration  on  Abdomiiul  Section  before  Med.  Boo.,  London,  Maj  2nd,  1887. 
''AdoaIi  of  turgor;,  Nov.,  1887. 
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unless  the  parts  to  be  operated  on  could  on  all  occasions  be  brought 
out  tlirough  the  abdominal  incision. 
Pig.  6. 


The  "provisional"  clamp  forceps  of  Makins  (Fig.  6  a.)  seems  tome 
the  moat  convenient.  They  ore  light,  the  pressure  easily  regulated 
by  the  screw,  and  they  can  be  used  in  resection  of  all  parts  of  the 
intestinal  canal.  Ivory  clamps,  as  depicted  by  Bernays,  in  the 
Si.  Louis  Medical  Brief,  1887,  p.  310,  Vol.  XV".,  are  more  con- 
venient than  those  of  Treves,  but  they  also  require  in  their  applica- 
tion an  undesirable  interference  with  the  mesentery.  For  colectomy 
and  colotomy,  in  both  of  which  clamps  are  more  useful  than  in 
Fig.  6  B. 


operations  on  the  small  instestine,  the  forceps  (Fig.  6  b,  also  taken 
from  Bema/s  paper)  will  prove  of  use:  bnt  a  more  useful  and 
yet  simple  clamp  is  the  one  (Fig.  7)  represented  in  Mr.  Ball's  work 
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on  the  rectum.     The  blades  of  this  instrument  run  parallel  to 
each  other,  so  that  at  no  point  is  compression  immoderate.     An 

Fig.  7. 


instrument  such  as  I  have  had  constructed,  with  thin  blades,  and 
without  long  handles  (as  Fig.  8),  answers  admirably  for  enterectomy. 

Fig.  8. 


There  is,  however,  a  growing  tendency  to  the  relinquishing  of  all 
appliances  which  in  any  way  inpede  the  laying  on  of  the  sutures, 
and  as  most  of  the  clamps  in  use  interfere  with  the  procedure  at 
some  part  of  the  operation,  surgeons  are  relying  on  digital  com- 
pression as  the  form  least  liable  to  injure  the  intestinal  wall, 
interfere  with  the  mesentery,  or  retard  the  suturing  of  the  bowel. 

I  have  found  digital  compression,  even  in  deep-seated  resections, 
quite  efiPective,  and  far  exceeding  any  clamp  in  usefulness  (when 
carried  out  by  one  knowing  the  requirements  of  such  a  procedure). 

Section  of  the  bowel  is  usually  made  at  right  angles  to  its  course. 
Berger  *  asks  would  not  oblique  section  be  better  than  vertical  ? 
It  might,  as  he  suggests,  prevent  the  strain  on  one  spot,  or  it 
might  prove  useful  when  bringing  together  portions  of  the  intes- 

•  Bullethi  et  M^moires  Soc.  de  Chir.,  Paris.    1 888. 
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timl  tract  in  which  sections  of  the  tube  differ  in  size,  bnt  it  will 
increase  the  nnmber  of  sntnres  required,  and  this  is  a  serions 
objection.  As  in  pyloms  resection  scissors  divide  the  bowel  best, 
I  have  had  thoee  figoied  in  the  accompanying  woodcut  (Fig.  9) 
made  for  the  pnrpose.  They  are  sufGciently  long  in  the  blades  to 
divide  any  part  of  the  intestine  in  a  single  sweep. 
FiB.B. 


There  is  a  point  of  great  importance  in  reference  to  section  of 
the  gat,  and  that  is  the  necessity  of  avoiding  all  paring  away  of 
the  mucous  membrane,  which  usually  projects  beyond  the  other 
coats  after  section  is  complete.  In  all  the  cases  in  which  the 
projecting  membrane  was  removed  the  sutures  nlcerated  through. 

The  methods  of  dealing  with  the  mesentery  are— First,  the 
removal  of  a  triangular  piece  with  its  base  towards  the  intestine, 

nf.  10. 


and  the  subseqnent  suture  of  the  cleft,  as  in  Fig.  10.    Second,  the 
leaving  behind,  as  described  by  Parkes,  of  the  serous  and  muscular 
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portion  of  bowel  where  the  mesenterj  adheres,  and    subsequent 

formation  of  this  part  into  ft  loop,  as  in  Fig.  11.     Third,  th« 

Hg.  11. 


folding  down  of  the  redundant  portion  of  the  mesentery,  as  in 
Fig.  13,  and  suture  of  it  to  the  neighbouring  piece  of  mesentery. 
Fig.  la. 


The  question  of  dealing  properly  with  the  mesentery  is  of  the 
grealASt  importance,  for,  as  first  pointed  out  by  Uadelnng,*  any 
interference  with  the  blood  supply  at  the  mesenteric  edge  of  the 
bowel  leads  to  gangrene  at  the  line  of  suture  and  fecal  extravasa- 

*  LuigciLbedi'i  Arcb.,  Not.  ST,  3DG. 
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tion.  Madeliing's  method  of  dealing  with  the  mwenterj  i^ter 
remoral  of  the  triaognlar  piece  ii  as  follows: — He  brings  the 
borders  of  the  mesentery  together  with  suture  (Fig.  10) ;  then,  us 
in  Fig.  IS,  A,  he  sutares  the  layers  of  mesentArj  to  each  other; 

Kg.  18. 


then,  AS  in  Fig.  13,  b,  he  unites  the  aerous  to  the  mnscnlar  lajer 
of  the  bowel  hj  one  sntnre  on  each  side  of  the  attachment  of  the 
mesentery.  He  always  be^s  sutore  of  the  intestine  itself  at  the 
mesentery. 

Curtis*  details  a  nethed  of  folding  down  the  mesentery  on  the 
side  of  the  bowel  with  a  Lambert  suture,   which,  when  (as  in 

Fig.  11  A. 


Fig.  14  a)  drawn  uptwi,  brings  the  parts  t<^ther  (as  Fig.  14  b). 

This,  as  CurUs  says,  disposes  of  the  thickest  parts  of  the  meeeutery. 

*  latent*.  Jour.  Ued.  80.,  OoL,  18S7,  p.  82t. 
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On  each  side  of  thiB  suture,  uid  cloae  to  it,  a  Lembert  miture  is 

applied.    Xlie  one  pawing  diroogh  where  tbe  meeenteiy  is  folded 

rig.  U». 


down  should  go  deep  anongh  to  engage  the  maecular  wall  of  the 
bowel.  In  remoTing  the  mesentery  it  mnst  be  remembered  that 
every  segment  of  the  intestine,  no  matter  bow  small,  when  detached 
from  the  mesentery,  alonghs  away,  and  septic  or  perforative  peri- 
tonitis results.  If  carefully  carried  out,  the  method  dealing  with 
the  mesentery  recommended  by  Madolung  should  prove  effective. 
It  has  done  so  with  me  on  two  occasions. 

We  next  come  to  the  question  of  inlestinal  sutures,  and  before 
alluding  to  the  methods  of  applying  the  sutures,  it  may  be  well  to 
speak  of  the  materials  used.  Rydygier  and  others  use  catgut,  but 
Billroth,  Csemy,  Madelung,  and  indeed  most  operators,  now  use 
silk,  and  that  of  the  finest  quality,  usually  No.  0  Chinese  twist. 
The  objections  to  catgut  are — IsL  Its  liability  to  yield  too  soon ; 
2nd.  The  finest  catgut  requires  a  much  larger  needle  than  does  No.  0 
silk ;  Srd.  It  is  not  as  pliable  or  as  easily  manipulated  as  the  silk. 
There  is  really  no  valid  objection  to  the  nse  of  silk,  and  although 
I  have  had  good  results  with  catgut,  I  believe  that  in  the  case 
quoted  in  this  paper  yielding  of  one  or  more  of  the  catgut  sutures 
led  to  the  formation  of  a  temporary  fistula. 

There  is  one  condition  which  we  most  be  prepared  for  in  dealing 
with  inflamed  gut,  and  that  is  the  softened  state  of  the  serous  coat 
which  allows  the  flue  silk  to  cut  through.  Now,  when  this  condi- 
tion is  present,  as  in  cases  of  perforating  ulcer,  a  soft  catgut  will 
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b«  fonnd  more  Dseful,  and  when  knotted  oarefnilj  it  will  retnun  in 
tiiu  quite  long  enough  to  allow  union  of  tbe  eerous  surfaces  to  take 
place. 

In  dealing  with  the  varieties  of  Bntnre  I  will  not  attempt  to  give 
a  detuled  account  of  all  those  desciibed ;  but  the  important 
methods  of  suture  require  a  word  of  comment.  The  plan  of 
drawing  the  cat  ends  of  the  intestine  over  the  ferules,  as  mentioned 
hy  Denans,  or  using  instead  pieces  of  dried  intestine,  trachea,  or 
tubular  pieces  of  wood,  has  few  sapporters  now.  There  are  on 
record  cases  of  recovery  after  this  method,  and  if  accurately-fitting 
cylinders  of  gelatine,  or  wax  with  a  sufficiently  large  lomen  are 
used,  they  should  have  a  protective  infiuence  on  the  line  of  suture ; 
as  a  rule,  however,  the  first  peristaltic  wave  displaces  them,  and 
they  act  iijnrionsly. 

F^.  15. 


The  method  of  invagination  (Ramdohr,  1727J  adopted  and  im- 
proved by  Jobert  (Costelloe's  Ency.,  1822),  (Fig.  15)  has,  like  most 
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of  the  methods,  been  occasionally  saccessf  ol.  The  delay  occasioned 
by  inverting  the  edges  of  the  receiying  part,  and  in  drawing  one 
part  of  the  tube  into  the  other,  is  a  grave  objection  to  its  adoption, 
and  the  necessary  separation  of  the  mesentery  from  the  invagi- 
nated  portion  exposes  it  to  gangrene,  as  shown  by  Madelang's 
experiments. 

Fig.  16. 


The  mucoos  stitch  of  Czemy  (Fig.  16,  a)  or  the  serous  one  of 
Lembert  (Fig,  16,  b)  will  prove  unsatisfactory ;  but  the  combina- 
tion known  as  Czerny-Lembert  Suture  (Fig.  16,  c)  is  the  one  now 
most  in  favour,  and  but  for  the  delay  occasioned  by  its  application 
might  be  looked  upon  as  perfect.  Gussenbaur's  suture  (Fig.  16,  d) 
is  said  to  be  very  effective ;  but  the  deep  and  superficial  coaptation 
of  the  serous  surfaces  occurs  (m  the  same  line,  while  in  the  previous 
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method  the  deep  and  superficial  snturos  alternate.    G^y's  sutare 
(Fig.  17),  like  all  continuous  ones,  is  objectionable  on  the  following 


gronnds  :-^lst.  It  occasionall;  produces  puckering  of  the  bowel 
wall.  2nd.  If  drann  sufficiently  tight  it  tends  to  cut  off  the  blood 
supply  to  the  wound  border.  Srd.  If  the  sature  yields  at  one 
spot  the  entire  line  of  suture  becomes  unsafe.  And,  4th.  In  tlie 
disappearance  of  the  sotures,  the  continuous  one  with  difficulty 
escapes  into  the  intestinal  canal.  Bell,  Gross,  Parker,  and  others 
recommend  interrupted  sutures  passed  through  the  entire  thick- 
ness of  the  bowet,  entering  one-twelfth  of  an  inah  from  the  serous 
border  and  drawn  moderately  tight.  The  objections  to  this  method 
are  thateach  suture  is  a  new  punctured  wound  connecting  the  serous 
coat  with  the  cavity  of  the  intestine;  the  cutting  thrangh  of  the 
mucous  coat  by  the  sntorea  destroys  what  in  most  of  the  other 
methods  b  looked  upon  as  a  protective  to  the  wound  border — viz., 
the  redundant  mucous  membrane. 

The  continuous  serous  suture  of  Dupuytren,  and  the  suture 
somewhat  similar  described  by  App<dit4>,  are  not  so  objectionable  as 
the  ones  which  engage  all  the  coats  of  the  bowel.  They  are  not, 
however,  as  reliable  as  the  double  row.  The  rtii>itlily  with  which 
they  can  be  Applied  is  greatly  in  their  favour. 
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Mftdelong'fl  method  (Fig,  18)  is  theoretically  ^e  most  perfect  It 
is  a  Czemj-Lembert  salure,  the  eiiperScial  threads  beiag  puaed 
through  small  plates  of  cartilage,  vhich,  being  approximated  and 


the  threads  knotted,  keep  np  apposidon  ot  the  serons  surfaces  over 
fairly  large  areas,  thus  requiring  fewer  poinU  of  suture  than  the 
other  methods.  The  method  of  applying  Lembert's  suture  is  shown 
in  Pig.  19. 


By  Me.  J.  S.  M'Ardle. 
ng.  19. 


The  needles  nwd  for  intesUnal  satore  should  b«  the  finest  that 
will  carry  a  No.  0  thread.  The  half  carved  needles  made  for  tne 
hy  Messrs.  Fannin,  Graf  ton-street,  snit  admirably.  Tbej  are  easily 
manipulated  t  the  ordinary  needle-holders  grasp  them  in  any 
positioD,  and  No.  0  silk  exactly  fills  their  track  when  used  double, 
as  it  may  be  with  advantage. 

With  increasing  dexterity  in  carrying  out  each  step  of  the 
opera^OD,  the  suturing  aft«r  C»my-Leniberl'a  method  should  be 
performed  with  sufficient  speed  to  interfere  bat  little  with  the 
length  of  the  operation.  This  poiat  once  reached,  I  think  we  may 
depend  on  the  double  serous  sutnre,  or  on  Hadelaog's  modification 
thereof. 

We  now  come  to  the  question  of  cleansing  the  abdomen.  If  (he 
loop  of  intestine  has  been  drawn  out  through  the  wound,  and  the 
operation  completed  outside  the  abdomen,  a  sponging  of  the  parts 
near  the  wound  with  warm  carbolic  solution,  1-100,  will  suffice; 
but  if  in  the  operation  an  examination  of  the  abdominal  contenta 
has  taken  place,  or  extravasation  has  occurred,  or  should  the  intes> 
tine  removed  be  gangrenous,  it  is  advisable  to  wash  out  the  peri- 
toneal cavity  with  carbolic  solution  1-200,  at  a  temperature  of 
99°  F.  This  has  the  effect  of  producing  an  early  and  dBsirable 
reaction,  for,  in  most  cases,  after  the  prolonged  operation  there  is 
great  collapse.    Solutions  of  boracie  or  salicylic  acid  do  equally 
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well,  as  also  water  which  has  been  boiled  and  allowed  to  cool  down 
to  the  proper  temperature.  When  the  peritoneum  is  thoroughly 
cleansed  the  sutured  intestine  is  placed  close  to  the  abdominal 
wonnd.  Schede  recommends  its  retention  outside  the  abdomen,  but 
this  is  an  unnecessary  and  very  dangerous  exposure.  Bouilly 
leaves  the  intestine  close  to  the  incision,  while  others  apply  the 
loop  by  a  few  sutures  to  the  peritoneum  at  the  lips  of  the  wound. 
The  retention  outside  the  abdomen  unnecessarily  exposes  parts 
which  require  the  warmth  and  moisture  of  the  abdomen  for  their 
restoration,  while  any  fixing  of  the  intestine  would  tend  to  a  tear- 
ing through  of  the  sutures  during  peristalsis.  Leaving  the  loop 
free  in  the  abdomen,  suturing  the  abdominal  wound  with  silver 
wire  or  strong  silk,  and  passing  a  fairly  large  drain  into  the  most 
dependent  part  of  the  wound,  seem  the  most  successful  way  of 
completing  the  operation. 

While  leaving  unsaid  very  much  that  is  important  in  reference 
to  this  operation,  I  cannot  conclude  without  Expressing  my  grati- 
tude to  the  Council  and  Members  of  this  Section  for  their  kind 
indulgence  in  allowing  me  so  much  of  valuable  time  to  bring  this 
question  under  their  notice. 


SECTION   OF   OBSTETRICS. 


PUDENDAL  HEMATOCELE. 
By  RICHARD  D.  PUREFOY,  M.D.,  F.R-C.S. ; 

Obstetaric  Suigeon,  Adelaide  HospitaL 
[Read  in  the  Section  of  Obstetrics,  Noyember  25, 1887.] 

H^AKOKHHAaBS  ioto  the  tissues  of  the  external  genital  organs  are 
most  frequently  situated  in  the  labia  majora,  less  frequently  in  the 
labia  minora,  or  in  the  perinaaum  alone.  The  blood  is  generally 
extravasated  into  the  subcutaneous  cellular  tissue;  in  the  vagina 
into  the  submucous  tissue  or  the  cellular  tissue  encompassing  it ; 
in  the  perinsBum  between  the  superficial  and  median  f asdie.  As  a 
rule,  the  effusion  is  below  the  diaphragm  of  the  pelvis ;  yet  there 
are  cases  in  which  it  has  extended  along  the  vagina  up  to  the 
periuterine  cellular  tissue,  and  posterior  to  the  peritoneum  up  to 
the  kidneys,  and  anteriorly  as  far  as  the  naveL  The  division  into 
supra-  and  infra-fascial  is  convenient  and  commonly  accepted.  The 
tumour  varies  in  size^from  a  hen's  egg  to  a  child's  head,  usually  due 
to  the  laceration  of  a  vessel,  either  artery  or  vein,  in  the  vagina  or 
vulva.  The  occurrence  is  attended  by  excruciating  pain,  steadily 
increasing  with  the  formation  of  the  tumour,  along  with  severe 
straining  and  pressing,  which  are  often  taken  for  after-pains.  As 
the  distension  augments  the  vulva  may  yield  to  the  pressure  and 
burst,  discharging  blood  and  clots ;  the  patient  may  even  bleed  to 
death  by  this  external  hemorrhage.  More  frequently  the  conse- 
quences are  profound  shock,  evidenced  by  pallor,  restlessness, 
syncope,  and  nausea.  If  the  tumour  be  small  it  may  disappear 
altogether  by  absorption,  but  when  it  reaches  a  large  size  rupture 
commonly  occurs  on  its  inner  aspect,  either  at  the  time  of  its 
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formation  or  during  the  three  following  dajs.  Even  after  this 
secondary  hsBmorrhage  may  ensue,  and  the  cavity  be  filled  anew. 
The  various  terminations  mentioned  by  Winckel  are — 1.  Death  by 
bleeding,  with  or  without  rupture.  2.  Death  by  pyaemia,  com- 
monly after  rupture.  8.  Rupture,  followed  by  recovery.  4.  Rup- 
ture and  subsequent  fistula.  5.  Absorption  without  rupture,  ending 
in  recovery. 

In  these  cases  the  diagnosis  is  seldom,  if  ever,  difficult.  During 
or  shortly  after  labour,  severe  pelvic  pain  is  experienced,  followed 
by  the  formation  of  a  swelling,  generally  visible  externally,  attended 
by  grave  constitutional  disturbance,  as  noticed  above ;  the  bluish 
colour  and  elastic  feeling  of  the  tumour  amply  demonstrate  an 
efiPusion  of  blood  into  the  parenchyma. 

In  a  series  of  50  cases,  16  occurred  during  labour,  15  immediately 
after  delivery,  and  4  during  the  first  3  days  of  childbed.  If  a 
vessel  is  directly  torn  or  burst,  the  effusion  begins  at  once ;  if  only 
a  sloughing  of  the  wall  of  the  vessel  has  been  produced  by  pressure 
during  labour,  the  extravasation  does  not  occur  till  this  spot  has 
fallen  away*  Recent  observations  have  shown  that  the  accident 
does  not  occur  more  frequently  in  primiparse,  or  in  women  who 
have  varicose  veins  in  the  vulva  or  labia.  Judging  by  the  statistics 
of  the  St.  Petersburg  and  Vienna  hospitals,  we  may  conclude  that 
these  effusions  occur  about  once  in  1,600  labours. 

Our  prognosis  must  be  guarded,  but  is  more  favourable  now 
than  formerly.  If  the  evacuation  take  place  early,  without  exten- 
sive gangrene  of  the  soft  parts  or  a  fresh  hemorrhage,  the  prognosis 
is,  on  the  whole,  good ;  if  the  gangrene  is  considerable,  and  loss  of 
blood  profuse,  12  per  cent,  die,  and  the  remainder  have  a  protracted 
convalescence.  The  prognosis,  after  all,  is  less  favourable  in  cases 
of  extensive  sub-peritoneal  extravasations  of  blood  during  childbed 
than  in  the  equally  large  effusion  into  the  peritoneal  cavity  of  non- 
puerperal women. 

In  considering  the  treatment  we  must  distinguish  between  the 
cases  occurring  during  and  after  labour.  In  the  first  class,  if  the 
tumour  be  of  moderate  size,  not  obstructing  the  progress  of  the 
delivery,  it  is  better  to  abstain  from  active  interference  ;  if  its  size 
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be  such  as  to  prevent  the  passage  of  the  child,  it  may  become 
necessary  to  lay  it  open  and  plug  the  cavily  with  a  suitable  styptic, 
using  subsequent  measures  to  expedite  delivery;  in  doing  so  we  are 
fully  justified  in  lessening  the  size  of  the  head  if  we  have  satisfac« 
tory  evidence  that  the  footal  heart  has  ceased  to  beat.    When  the 
accident  occurs  after  labour,  the  treatment  consists  in  the  early 
recourse  to  measures  to  prevent  the  extension  of  the  thrombus* 
The  vagina  may  be  plugged  with  cotton  wool  or  a  colpeurynter 
filled  with  ice  water:  if  the  tumour  be  in  the  labium  an  ice  bag 
may  be  laid  on  it ;  at  the  same  time  we  should  give  opium  freely— 
sometimes  with  the  addition  of  digitalis.    As  soon  as  we  can 
determine  that  the  tumour  has  ceased  to  increase  it  is  well  to  use 
absorbents  alone,  such  as  camomile  tea,  infusion  of  arnica,  &c., 
with  the  addition  of  liq.  plumbi  and  tr.  of  opium;  at  the  same 
time  enjoining  perfect  quiet  and  the  recumbent  position,  and  secur- 
ing the  regular  action  of  the  bladder  and  intestines.     Rising  and 
sitting  up,  and  generally  nursing,  must  be  interdicted,  and  opiates 
used  to  procure  sleep.     Under  these  measures  the  tumour  may 
rapidly  diminish,  and  the  beginning  of  absorption  will  be  recognised 
by  diminished  pain,  tension,  and  volume.     If  the  thrombus  does 
not  exceed  the  fist  in  size,  when  the  integument  of  the  vulva  is  not 
discoloured  or  too  tense,  and  when  perforation  is  nowhere  immi« 
nent,  incision  is  not  indicated.    When,  however,  the  pain  and 
discoloration  increase,  attended  with  the  formation  of  vesicles,  an 
incision  of  suitable  size  should  be  made,  preferably  on  the  inner 
side  of  the  greater  labium,  at  the  most  prominent  part ;  and  after 
evacuation  of  the  clots  the  cavity  should  be  washed  out  with  sopie 
antiseptic  solution,  and  afterwards  filled  with  charpie  soaked  in  the 
same.    A  T  bandage,  with  compresses,  will  hold  the  dressing  in 
position,  and  it  should  be  changed  twice  daily.     In  the  absence  of 
the  urgent  symptoms  mentioned,  it  will  be  well  to  postpone  the 
incision  for  a  few  days,  and  thus  greatly  diminish  the  liability  to 
secondary  bleeding,  which  has  occurred  in  several  cases  where  early 
recourse  was  had  to  the  operation. 

My  personal  experience  of  this  formidable  complication  is  so  far 
limited  to  two  cases,  which  I  ^all  briefly  narrate.    The  first  case 
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was  that  of  a  primipara,  whose  labour  was  completed  without  any* 
difficulty  with  the  aid  of  the  forceps,  rendered  advisable  bj  some' 
delay  in  the  second  stage.  Shortly  after  delivery  she  began  to 
suffer  from  troublesome  pelvic  pain,  referred  to  the  right  side  of 
the  vagina.  When  I  saw  the  patient  three  hours  afterwards,  a 
tumour  the  size  of  an  egg  could  be  felt  just  inside  the  vulva  on  the 
right  side.  Beyond  the  local  pain  there  was  nothing  in  her  condi- 
tion to  cause  anxiety,  and  the  administration  of  a  little  opium  was 
followed  by  complete  relief  and  a  speedy  convalescence.  Through 
the  kindness  of  my  friend,  Dr.  Allen,  I  was  recently  afforded  an 
opportunity  of  seeing  and  treating  a  much  more  formidable  case  of 
the  same  nature. 

The  patient,  an  unusually  strong  healthy  young  woman,  was 
taken  ill  in  her  third  labour  early  in  the  morning,  when  the  liquor 
amnii  escaped.  Notwithstanding  severe  and  frequent  expulsive 
pains  the  second  stage  was  prolonged  for  several  hours,  owing  to  a 
face  presentation  mento-anterior.  However,  shortly  after  my  arrival 
at  the  house,  satisfactory  advance  took  place,  which  I  aided  by 
pressure  over  the  uterus,  and  the  labour  being  completed  by  natural 
efforts,  I  left  mother  and  child  in  a  most  satisfactory  condition. 
In  something  more  than  an  hour  after  delivery  violent  pains, 
supposed  to  be  after-pains,  were  felt,  and  in  about  an  hour  after- 
wards a  large  tumour  formed  externally,  so  distending  the  right 
labium  that  all  trace  of  the  nympha  was  obliterated,  its  remains 
appearing  like  a  cord  stretched  across  the  surface  of  a  livid-coloured 
mass  extending  from  the  mons  veneris  almost  to  the  anus,  the 
integument  around  which  was  extensively  ecchymosed.  In  Dr. 
Allen's  unavoidable  absence  I  was  hurriedly  summoned,  but  already, 
at  the  time  of  my  arrival,  a  rupture  had  occurred  on  the  inner 
aspect  of  the  tumour,  and  the  woman  lay  in  a  pool  of  blood.  I 
confess  to  feeling  no  little  anxiety  about  her  safety,  and  some 
hesitation  as  to  the  wisest  course  of  action.  I  gave  a  full  opiate, 
and  determined  to  watch  the  effects  of  cold  and  pressure,  which 
for  -a  considerable  time  I  maintained  with  the  hand  and  napkin 
wrung  out  of  cold  water.  The  draining  from  the  rupture  gradually 
diminished,  and  matters  improved  so  much  that  I  seriously  thought 
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of  leaving,  when,  rather  suddenly,  the  worst  signs  and  symptoms 
of  exhaustion  from  loss  of  blood  were  developed^restlessness, 
laboured  breathing,  tinnitus  aurium,  loss  of  vision,  and  failure  of 
radial  pulse,  which  for  a  while  became  imperceptible.  I  injected 
ether,  and  gave  opium  and  brandy  by  mouth  and  rectum,  and  in  a 
short  time  our  efforts  were  rewarded  by  a  marked  improvement  in 
our  patient's  condition.  At  this  critical  juncture,  her  husband, 
with  my  entire  approval,  had  sought  Dr.  Kidd's  aid;  he  agreed 
with  me  that  in  the  absence  of  any  increase  of  size  or  renewed 
bleeding  from  the  labium,  the  treatment  should  not  be  altered. 
During  the  two  following  days  the  tumour  was  covered  with  lint 
smeared  with  resin  ointment,  mixed  with  iodoform  and  balsam  of 
fern.  At  the  same  time,  irrigation  with  hot  water  and  Cond/s  fluid 
was  practised  at  short  intervals,  and  the  urine  drawn  off — ^a  matter 
of  no  small  difficulty.  On  the  third  day  the  original  opening 
extended  for  a  space  of  two  inches  along  the  inner  aspect  of  the 
mass,  and  allowed  the  enucleation  of  a  large  mass  of  softening 
clots,  which,  however,  were  only  finally  and  completely  detached 
during  the  four  following  days.  This  process  was  greatly  helped 
by  directing  a  stream  of  hot  water  forcibly  from  an  ear  syringe, 
and  extricating  very  cautiously  with  the  fingers  any  soft  portions 
which,  at  the  bottom  of  the  cavity,  could  be  felt  but  not  seen.  A 
tedious  but  satisfactory  convalescence  has  ensued.  T  think  this 
case  emphasises  the  wisdom  of  the  advice  given  by  Winckel — viz., 
that  early  incision  should  not  be  practised  unless  the  indications 
for  it  are  obvious,  for  it  is  more  likely  to  be  followed  by  secondary 
haemorrhage.  It  may  be  added  that  our  patient  is  singularly  free 
from  varicose  veins  in  the  legs  and  labia.  It  is  satisfactory  to 
note  that  two  members  of  the  Dublin  School,  Dr.  Bainy  and  Dr. 
M'Bride,  were  the  first  in  Great  Britain  to  describe  this  affection, 
in  which  they  are  only  preceded  by  Yeslingius,  who  wrote  in 
1647. 


ON  PROOFS  OF  VIRGINITT. 

Bt  R.  J.  KINEEAD,  M.D. ; 

Prof«flior  of  Midwifery,  Queen's  College^  Qtlwmj, 

[Read  in  the  Secfebn  of  Obetetriot,  December  28,  1887.] 

Although  the  chief  interest  of  the  cases  I  have  the  honour  to 
submit  for  the  consideration  of  this  Section  is  chiefly  medico-legal, 
yet  one  of  them  is  worthy  of  record  as  being  a  decidedly  successful 
gyniBOological  operation. 

Great  reliance  is  placed  on  the  presence  of  a  perfect  hymen  as 
proof  of  virginity. 

Thus :  "  Of  late  years  experienced  obstetricians,  such  as  Barnes, 
Oldham,  and  Tyler  Smith,  have  sworn  to  the  fact  of  females  being 
virgines  intacta,  chiefly  on  the  ground  of  the  integrity  of  the  hymen ;" 
and  Meymott  Tidy,  from  whose  Forensic  Medicine  the  above  quo- 
tation is  taken,  '^  thinks  there  are  good  grounds  for  accepting  the 
following  statement  of  Caspar,  with  the  addition  "  he  ^^  has  placed 
in  brackets  :-^^  Not  assenting  to  that  unfounded  scepticism,  which 
has  been  asserted  in  regard  to  this  question,  both  in  earlier  and 
more  recent  times,  I  must  declare,  that  when  a  forensic  physician 
finds  (in  a  girl  arrived  at  puberty)  a  hymen  still  preserved,  even 
its  edges  not  being  torn  (and  more  particularly  if  the  aperture  be 
undilatable  and  of  small  size,  and  the  membrane  itself  normally 
placed  and  of  ordinary  shape  and  structure),  and  along  with  it  (in 
young  persons)  a  virgin  condition  of  the  breasts  and  external 
genitals,  he  is  then  justified  in  giving  a  positive  opinion  as  to  the 
existence  of  virginity.'" 

The  last  sentence  is  delicious — ^if  a  virgin  condition  of  the  external 
genitals  be  found,  the  woman  is  a  virgin.  Self-evident ;  but  what 
is  a  virgin  condition  ?  How  many  or  how  few  attempts  at  inter- 
course will  constitute  a  non- virginal  condition?    What  forms  of 
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local  or  general  disease,  debility,  or  development,  will  simulate  a 
non-virginal  condition  ? 

These  are  points  which,  although  a  good  deal  may  be  said  on 
both  sides,  I  have  not  time  now  to  enter  on ;  or  on  the  question, 
apart  from  pregnancy,  how  to  recognise,  or  what  constitutes  a 
virginal  condition  of  the  breasts,  or  how  long  sexual  intercourse 
must  be  continued  to  change  their  virginal  character.  That,  taking 
all  the  usual  signs  of  virginity,  the  diagnosis  is  sometimes  difficult, 
the  well-known  case  reported  by  Brent  Duchatel  shows.  But 
when  dealing  with  the  hymen  alone  the  difficulty  is  vastly  increased. 
If  a  woman  were  a  virgin  until  complete  penetration  had  been 
effected,  in  most  cases  the  physical  distinction  between  a  virgin 
and  a  woman  who  had  lost  her  virginity  would  not  be  difficult ;  for 
although  cases  would  be  found  in  which,  owing  to  disproportion, 
elasticity,  relaxation,  small  size,  or  excessive  development  of  the 
hymen,  it  had  not  ruptured  during  intercourse,  yet  such  cases  would 
prove  the  exception  to  the  general  rule. 

But  I  take  it  that  a  virgin  ceases  to  legitimately  enjoy  that  title 
when  intercourse,  even  though  it  be  merely  vulval,  has  taken  place ; 
and  unless  such  intercourse  be  forcible  or  often  repeated,  I  confess 
that  I  know  of  no  physical  signs  which  will  testify  to  the  fact. 
The  following  cases  will  show  that  the  hymen,  per  ae^  may  be  no 
evidence  at   all  of  a  virginal  condition.     The  proviso  made  by 
Caspar — ^'even  its  edges  not  being  tom** — ^is  a  most  important 
one.     I  think  it  was  Schroeder — ^but  am  not  sure — who,  some  yeai-s 
ago,  called  attention  to  the  fact  that  the  hymen  was  not  destroyed 
by  intercourse— only  torn — and  that,  as  a  general  rule,  it  was  not 
destroyed  until  after  the  first  delivery.    This  fact  I  have  verified 
myself.    The  depth  to  which  the  hymen  is  lacerated  depends  on 
the  size  of  the  male  organ,  the  frequency  of  intercourse,  and  the 
condition  of  the  female  genitals,  the  latter  being  far  more  disten- 
sible and  yielding  near  a  menstrual  period.    Therefore  the  only 
injury  done  the  hymen  may  be,  and  often  is,  after  one  or  two 
attempts  at  intercourse,  slight  lacerations  of  its  edge,  but  even 
these  may  not  exist  after  repeated  attempts  have  taken  place,  nor 
in  some  after  complete  penetration. 
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Casb  L — Early  in  1880,  shortly  after  I  bad  been  appointed 
Medical  Officer  of  Her  Majesty's  Prison,  Galway,  I  admitted  X.t 
a  prostitute,  about  twenty-four  or  twenty-five  years  old,  to  tbe 
hospital  of  the  prison.  She  was  suffering  from  secondary  syphilis, 
also  from  condylomata,  and  complained  of  sores  on,  and  dbcharge 
from,  the  vulva. 

Her  history  was,  that  being  seduced  when  about  seventeen,  she 
had  been  for  some  time  mistress  of  her  seducer,  after  which  she 
went  to  Aldershot,  and  spent  two  years  there,  as  a  common  soldier's 
prostitute.  She  returned  to  Galway  and  spent  her  time  between 
the  prison  and  prostitution  with  soldiers  and  sailors.  She  thus 
accounted  for  seven  years  of  her  life  before  she  came  under  my  care. 

On  examining  her  I  found  that  the  external  genitals  were  cer- 
tainly not  virginal,  but  there  was  no  enlargement  of  the  nymphas, 
no  laceration  of  the  fourchette,  and  there  was  a  perfect,  well- 
developed  unruptured  hymen,  the  edges  sharp  and  perfect  without 
a  single  tear ;  the  fossa  navicularis  was  depressed,  and  the  orifice 
of  the  vagina  very  deeply  ses^d.  The  cause  of  non-penetration 
seemed  to  me  to  be  that  the  arch  of  the  pubes  was  of  the  masculine 
type — ^angular — and  the  vulvae  placed  more  towards  the  back  than 
usual.  Be  that  as  it  may,  the  fact  remains  that,  as  far  as  a  perfect 
hymen,  of  normal  size,  consistency,  and  shape,  was  concerned,  the 
woman  was  a  virgin  after  seven  years'  prostitution. 

Moreover,  in  order  to  treat  a  sharp  attack  of  gonorrhoea!  vagi- 
nitis, I  had  to  pass  a  small-sized  Ferguson's  speculum,  duiing  which 
operation  the  hymen  tore  without  any  extra  force  being  used. 

Case  n. — ^I  was  consulted  for  amenorrhoea ;  various  symptoms 
of  uterine  disease  were  described,  and  the  possibility  of  pregnancy 
positively  denied.  On  examination  the  external  genitals  were  found 
virginal,  the  hymen  perfect,  its  edges  sharp  and  untom,  its  size, 
shape,  position,  and  consistency  normal,  the  breasts  plump  and  well 
formed,  showing  no  evidence  of  pregnancy ;  the  fundus  of  uterus 
could  be  felt  over  the  pubes,  and  finally  the  patient  confessed  that 
she  had  once  had  intercourse^  about  three  and  a  half  months  pre- 
viously, just  before  a  menstrual  period  was  due. 

Putting  aside  the  enlargement  of  uterus,  there  were  no  physical 
signs  indicative  of  the  fact. 

Cask  III. — ^I  was  sent  for  a  short  time  ago  to  see  a  woman  in 
labour;  she  was  under  the  care  of  an  experienced  midwife,  who 
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lold  ma,  on  my  arrival,  that  the  patient  had  been  some  hoars  in 
strong  labour,  that  the  head  was  presenting  aad  low  down,  but 
that  owing  to  the  woman  having  beeD  operated  on  for  some  disease 
of  the  uterus  (prior  to  marriage)  the  os  would  not  dilate.  On  pro- 
ceeding to  examine,  my  finger  met  with  an  obstacle  at  the  vaginal 
orifice;  the  feeling  conveyed  was  distinctly  that  of  the  vaginal 
waUs  being  adherent  from  the  orifice  upwards— how  far  I  could 
not  say.  On  having  the  patient  turned  to  the  light,  the  cause  of 
the  obstruction  was  at  once  apparent. 

The  entire  orifice  was  filled  by  the  hymen,  evidently  thick  and 
fieshy  towards  its  base  of  attachment  all ,  round,  projecting  from 
the  orifice  in  a  perfectly  semi-spherical  shape,  and  with  a  central 
aperture  no  larger  than  a  crow  quill.  So  small  was  the  opening, 
that  notwithstanding  the  pressure  on  the  hymen  of  the  liquor 
amnii,  the  fluid  escaped  in  drops.  The  edges  of  the  orifice  were 
thin  and  white,  the  remainder  of  the  hymen  red.. 

I  had  no  difficulty  in  lacerating  it  with  my  finger.  The  torn 
section  was  triangular,  increasing  from  a  line  at  the  edge  of  the 
opening  to  about  one-fourth  of  an  inch  at  the  base.  I  shortly  after* 
wards  delivered  her  with  the  forceps  without  difficulty. 

She  told  me  that  when  a  girl  she  had  no  changes ;  she  snifered 
from  pains  every  month  'y  that,  finally,  a  tumour  appeared  in  the 
abdomen;  that  6he  was  admitted  to  St.  Vincent's  Hospital,  and 
there  operated  on,,  after  which  her  changes  appeared.  She  was 
under  the  impression  that  the  operation  had  been  performed  by 
Dr.  Roe^  but  this  impresrion  was  erroneous.  As,  however,  she 
states  that  it  was  about  ten  years  ago,  and  is  positive  as  to  the 
hospital,  her  case  may  be  remembered  by  some  of  the  staff  of  8t. 
Vincent's  Hospital,  and  it  would  add  much  to  the  interest  of  the 
case  to  know  to  what  extent  accumulation  of  the  retained  menses 
had  taken  place,  and  whether  the  uterus  had  been  distended,  or 
merely  the  vagina.  The  opening  in  the  hymen  then  made  must 
have  been  very  much  larger  than  that  which  existed  when  I  saw 
her. 

Judging  by  the  size  of  the  hymen,,  intereourse  must  have  been 
entirely  vulvar.  The  urethral  orifice  was  enlarged  enough  to  admit 
the  tip  of  the  finger,  but  the  dilatation  did  not  extend  more  than 
one-fourth  of  an  inch  up  the  urethra. 

Many  cases  of  pregnancy  following  vulvar  intercourse  are  on 
record,  and  some  where  pregnancy  is  reported  to  have  occurred 
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with  ^completely  imperforate  hymen;"  but  it  is  evident  that  io 
these  cases  adhesive  inflammation  must  have  set  in  after  impregna- 
tion. The  case  is  singular,  from  its  following  an  operation  for 
retained  menses,  and  from  the  orifice  being  completely  blocked  by 
a  hymen  with  so  minute  a  central  opening. 

Ca.8£  lY.^-In  this  case  the  curiosity  was  the  size  of  the  hymen, 
and  that  I  was  able  to  deliver  the  woman,  with  the  forceps,  of  a 
male  child,  without  injuring  the  hymen. 

The  woman  was  over  forty  years  of  age,  in  labour  of  her  first 
child.  The  hymen  was  exceedingly  voluminous,  springing  from 
the  anterior  portion  of  the  vaginal  orifice,  below  the  urethra,  and 
hanging  down,  apparently  outside  the  vagina. 

I  am  aware  that  very  many  cases  are  recorded  of  pregnancy 
advancing  to  term  with  unruptured  hymen ;  but  I  doubt  if  the 
relative  frequency  of  the  existence  of  the  hymen  after  sexual 
intercourse  is  generally  appreciated.  Its  presence  is  merely  pre- 
sumptive proof  of  purity;  its  absence,  or  evidence  of  its  having 
been  torn,  is  hardly  even  presumptive  proof  of  want  of  chastity. 

Admitting  that  a  hymen  of  normal  size,  shape,  and  consistence, 
may  be  evidence  that  penetration  has  not  taken  place,  I  doubt  that 
we  can  say  more. 

Casb  V. — A  lady  called  on  Mr.  ,  who  gave  the  following 

history  of  her  case :— She  had  suffered  from  ^*  displacement  of  her 
womb,"  owing  partly  to  being  obliged  to  stand  for  a  long  time 
every  day,  and  lift  weights,  and  partly  the  result  of  a  fall.  She 
had  been  under  medical  treatment,  and  finally  a  support  had  been 
put  in,  after  which  she  felt  very  well,  was  able  to  enjoy  life,  follow 
her  usual  occupation,  and  take  long  walks ;  but  being  on  a  tour  she 
had  over-walked  herself,  and  the  old  discomfort  came  back.  She 
was  certain  the  support  must  have  become  displaced,  and  the  falling 
down  of  the  womb  came  back. 

As  the  support  had  been  in  several  months,  it  probably  needed 
changing.  I  took  out  a  medium-sized  ring  pessary,  and  found  the 
uterus  in  its  proper  position,  but  the  patient  would  not  be  content 
without  it.  Now,  the  interest  of  this  case,  for  the  purpose  of  this 
paper,  lies  in  the  fact  that,  notwithstanding  uterine  treatment  and 
the  introduction  of  a  medium-sized  pessary,  the  vulva  was  what  we 
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call  virginal,  and  the  hymen  unrnpttired,  bnt  its  edge  was  not  per- 
fect. In  the  centre  of  the  edge  was  a  small  notch— evidence  of  a 
slight  tear  of  the  margin  of  the  hymen  during  treatment,  either 
resulting  from  the  passage  of  a  speculum  or  the  introduction  of  the 
pessary. 

Given  such  an  appearance  of  the  genitals  withont  any  history  of 
treatment,  or  in  some  medico-legal  case  in  which  one  would  place 
little  reliance  on  the  statement  of  the  subject  examined,  then  judging 
from  the  virginal  appearance  of  the  vulva,  and  presence  of  a  nor- 
mally-sized and  situated  hymen,  a  strong  opinion  might  fairly  be 
formed  that  no  foreign  body  of  any  considerable  size  had  penetrated 
the  vulva,  or  taking  into  account  the  notch  in  the  edge  of  the 
hymen,  an  equally  strong  opinion  might  be  maintained  that  sexual 
intercourse  had  occurred.  Tet^  both  conclusions  would  have  been 
wrong. 


CASE  OF  VAGINAL  EXTIRPATION  OP  THE 
UTERUS,  IN  WHICH  BOTH  URETERS  WERE 
TIED. 

Bt  ARTHUR  V.   MAC  AN,   M.B.; 
ICMter  of  the  fioliiiid*  Ljing-in  HoipitU. 

[Bead  in  the  Seotioo  of  Obetetrioe,  Deoember  28, 1887.] 

Iv  the  rammer  of  1886  I  was  fortunate  enough,  when  risiting 
Berlin,  to  see  Dr.  A.  Martin  remove  a  uterus  per  vaginam  for 
malignant  disease.  Ever  since  mj  return  I  have  been  on  the  look- 
out for  a  case  that  I  thought  was  raitable ;  but  the  patient,  whose 
history  I  shall  relate  to-night,  was  only  the  second  on  whom  I 
thought  the  operation  should  be  performed.  The  first  patient,  at 
the  time  the  diagnosis  of  malignant  disease  of  the  fundus  was  first 
made,  felt  so  well  that  she  refused  to  allow  the  operation,  and  when 
she  came  back  nearly  two  years  later  the  fundus  had  grown  to  an 
enormous  size,  and  the  operation  was  out  of  the  question.  Since  I 
operated  on  this  patient  on  October  12th,  three  other  cases  have 
presented  themselves,  in  two  of  whom  I  have  operated.  The  third 
was,  I  thought,  too  anaemic  for  an  operation  at  present,  and  her 
husband  removed  her  from  the  hospitaL 

The  case  I  wish  to  bring  before  you  to-night  is  shortly  as 
follows  :— 

Mrs.  ,  aged  sixty -seven,  was  sent  up  to  me  from  Dr.  Jennings, 
of  Ennis,  for  shedding  accompanied  by  a  fcetid  discharge,  which 
had  been  going  on  for  eight  months;  she  is  forty-seven  years 
married ;  has  had  eleven  children  and  one  miscarriage.  She  is 
twenty-four  years  past  the  change  of  life,  and  she  was  in  her  usual 
health  till  eighteen  months  ago,  when  she  noticed  a  thick  yellow 
discharge  from  the  vagina.  About  eight  months  ago  this  turned 
to  a  new  discharge,  which  had  continued  almost  continuously  ever 
since,  but  some  days  is  more  profuse  than  others.    Has  noticed 
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that  tbe  discharge  has  a  very  bad  sfnell ;  does  not  think  she  has 
lost  flesh,  and  she  is  as  active  as  ever,  but  has  no  appetite. 

On  examining  her  I  found  the  external  genitals  moist,  and  there 
was  a  very  bad  smell.  On  washing  out  the  vagina  a  very  dirty 
discharge  escaped,  in  which  were  a  number  of  small,  ash-grey 
particles  like  broken-down  tissue.  No  hsBmorrhage  was  caused 
however  by  the  end  of  the  Boshman  catheter.  Still  I  was  astonished 
on  introducing  the  finger  to  find  the  cervix  small  and  healthy.  On 
now  passing  the  Boshman  catheter  into  the  uterus,  which  was  easily 
done,  the  same  tort  of  discharge  again  gushed  out,  followed  by 
some  haemorrhage.  Before  withdrawing  the  Bozhman  I  turned  the 
fundus,  which  had  been  posterior,  forwards ;  and  then  on  making 
a  bimanual  examination  I  found  that  it  was  small  and  freely 
movable.  I  therefore  made  the  diagnosis  of  malignant  disease 
entirely  confined  to  the  interior  of  the  uterus,  and  advised  the 
patient  to  come  into  hospital  for  operation,  which  she  did  on  Sept. 
27th,  1887.  On  Sept.  29th  she  was  again  examined  in  the  surgery, 
and  there  was  slight  haemorrhage  and  fcetor  when  cavity  of  uterus 
was  washed  out.  On  the  day  before  operation  I  again  washed  out 
the  uterus,  and  plugged  the  cavity  with  iodoform  gauze. 

On  Oct.  12th  I  removed  the  uterus  per  vaginam,  Drs.  Lane  and 
Smith  assisting  me.  I  adopted,  with  only  a  slight  modification, 
Dr.  Martin's  method,  as  I  had  never  seen  the  operation  performed 
by  anyone  else.  It  will,  I  think,  save  time  and  prevent  confusion 
if  I  first  briefiy  describe  Martin's  operation,  and  then  mention  the 
difficulties  I  found  in  performing  it.  The  vagina  having  been  first 
thoroughly  disinfected,  a  Fritsch's  speculum  is  then  inserted,  and 
the  posterior  lip  of  the  cervix  caught  with  an  American  forceps, 
and  drawn  forcibly  downwards  and  forwards.  An  incision  is  now 
made  round  the  posterior  margin  of  the  cervix,  and  the  posterior 
vaginal  wall  separated  from  the  cervix  till  the  peritoneum,  which 
is  recognised  by  its  bluish  transparent  appearance,  is  reached. 
The  edges  of  the  wound  in  the  vagina  are  then  sewn  parallel  to 
the  incision,  so  as  to  bring  the  peritoneum  and  vaginal  wall  together. 
In  Uiis  way  all  hesmorrhage  is  arrested.  The  forefinger  of  the 
left  hand  is  l^en  inserted  into  Douglas'  space,  and  the  neck  of  the 
uterus  being  drawn  well  over  to  the  right  side,  a  ligature  of  double 
silk  is  passed  under  guidance  of  the  finger  in  Douglas  through  the 
lower  part  of  the  left  broad  ligament,  and  tied  firmly.  A  second 
and  third  are  similarly  passed  and  tied,  each  including  a  higher 
portion  of  the  broad  ligamentt    This  process  is  repeated  on  the 
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right  side  id  a  aimilar  manner.  The  central  fiflsore  is  now  ii 
and  the  bladder  separated  from  the  ntems  as  far  as  the  peritoneal 
reflexion  from  nteros  on  to  bladder.  This  is  done  as  much  aa 
possible  with  the  finger  and  the  handle  of  the  knife.  The  next 
step  is  to  free  the  cervix  on  each  side  from  the  broad  ligament  aa 
far  as  they  are  commanded  by  the  sutures.  While  doing  this  each 
Tessel  should  be  tied  separately  as  it  is  cut  through,  in  order  to 
lessen  the  chance  of  secondary  hemorrhage.  The  forefinger  ia 
now  again  inserted  into  Douglas*  space,  and  passed  over  the  broad 
ligament  and  into  the  utero-yesical  pouch,  and  the  peritoneum  in 
thu  position  divided  on  the  finger.  The  fundus  is  now  retroflexed — 
if  possible  bimannally — ^and  drawn  out  through  the  opening  in  the 
posterior  cul^'doc.  This  brings  the  whole  of  the  upper  remain- 
ing portion  of  the  broad  ligament  into  reach.  Bound  this,  under 
guidance  of  the  finger,  a  ligature  is  passed,  and  the  remains  of  the 
ligament  are  tied  first  en  masse.  A  double  ligature  is  now  passed 
through  the  centre  of  the  pedicle,  but  nearer  to  the  uterus  than  the 
last,  and  each  half  is  tied  separately.  The  uterus  is  now  freed 
entirely  on  this  side,  all  vessels  that  are  seen  being  ligatured  sepa- 
rately, and  the  same  thing  is  repeated  on  the  remaining  attachment 
of  the  uterus.  When  this  last  is  cut  through,  the  uterus  is  quite 
free,  and  can  be  removed.  During  all  this  time  the  wound  in  the 
vagina  is  kept  constantly  irrigated  by  a  stream  of  plain  warm 
water.  As  soon  as  the  uterus  is  removed  a  search  is  made  for 
any  bleeding  points,  which  are  sewed,  and  Douglas*  space  and  the 
vagina  are  washed  out.  Dr.  Martin  then  inserts  a  large  drainage 
tube  into  Douglas'  space,  the  end  of  which  he  doubles  upon  the 
vagina,  and  the  operation  is  finished. 

This  was  in  the  main'  the  operation  I  performed,  but  I  com- 
menced by  separating  the  bladder  from  the  cervix,  and  the  opening 
into  Douglas'  space  was  rendered  difficult  by  my  incising  the  cervix 
so  deeply  that  it  separated  entirely  from  the  body  of  the  uterus, 
under  the  traction  that  was  used  to  draw  it  downwards. 

The  operation  lasted  over  two  hours,  but  the  amount  of  blood 
lost  was  not  more  than  three  or  four  ounces.  The  patient  had 
borne  it  very  well,  and  before  she  was  put  to  bed  the  catheter 
was  passed,  and  a  small  quantity  of  urine  was  drawn  off.  Soon 
after  coming  out  of  the  ether  the  patient  began  to  complain  of  pain 
in  the  lower  part  of  abdomen  and  back,  and  in  the  afternoon  Dr. 
White — in  whose  charge  she  was^-eent  down  word  that  he  had 
passed  a  catheter,  but  had  not  found  any  urine  in  the  bladder.    In 
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the  absence  of  any  cause  for  an  acute  and  total  suppression  of 
urine,  I  at  once  came  to  the  conclusion  that  I  had  tied  both  ureters. 
As  it  was  already  quite  dark,  I  had  to  put  off  any  further  opera- 
tive interference  till  next  morning. 

On  thinking  over  what  was  the  best  thing  to  do,  several 
plans  occurred  to  me.  First,  to  pass  a  catheter  into  the  bladder 
and  then  cut  the  ligatures  one  by  one  till  urine  came  from 
the  catheter.  The  sudden  gush  of  retained  urine  would  pro- 
bably have  enabled  me  to  recognise  when  the  second  ureter 
even  was  freed;  but  by  this  plan  I  might  be  cutting  ligatures 
that  had  not  caught  the  ureters  at  all,  and  thereby  running  a 
great  unnecessary  risk  of  hsemorrhage.  I  therefore  determined  to 
incise  the  bladder  freely  in  the  mesian  line,  then  evert  the  two 
edges  and  try  and  find  the  orifices  of  the  ureters,  and  pass  a  probe 
down  each  tOl  it  reached  the  point  of  obstruction,  and  then  cut  the 
ligature  that  seemed  to  be  nearest  to  this  point.  This  I  did,  but 
the  orifice  of  the  ureters  was  hard  to  find,  as  the  small  jets  of 
urine  by  which  their  locality  is  generally  recognised,  were  of  course 
wanting.  Any  one  who  has  tried  to  find  them  in  a  bladder  re- 
moved after  death  will  fully  appreciate  this  difficulty.  At  last, 
while  everting  the  mucous  membrane,  I  caught  sight,  for  a  moment, 
of  a  small  4ark  speck,  about  the  size  of  the  head  of  a  small  pin. 
This  I  lost  and  found  again  several  times  before  I  was  able  to 
demonstrate  that  it  was  the  orifice  of  the  ureter,  by  passing  a  probe 
down  it  to  the  point  of  obstruction.  I  then  examined  to  see  which 
ligature  seemed  nearest  to  the  probe,  and  cut  it,  watching  anxiously 
for  the  hsBmorrhage,  which  I  felt  certain  must  come,  and  which  I 
hoped  to  control  with  large  compression  forceps.  No  hemorrhage, 
however,  followed,  nor  was  the  ureter  freed  till  two  ligatures  were 
cut  on  one  side,  and  two  or  three  (I  am  not  now  certain  which)  on 
the  other.  I  have  seldom  experienced  such  a  sense  of  relief  as 
when  the  second  gush  of  urine  came  from  the  second  ureter,  and  I 
felt  my  object  was  accomplished,  without  any  serious  luemorrhage. 
The  absence  of  the  latter  I  think  was  due  to  the  great  care  I  had 
taken  to  tie  all  vessels  seen  in  the  face  of  the  bound  ligament  stump, 
separately.  I  then  brought  the  wound  in  the  bladder  together 
with  six  silk  sutures. 

Though  the  ureters  were  now  quite  free,  I  was  well  aware  that 
the  prognosis  must  be  a  guarded  one,  till  time  showed  whether  the 
ureters  were  or  were  not  permanently  injured  by  being  included  in 
a  tight  ligature  for  twenty-four  hours.    The  patient  too,  though 
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greatly  relieved  after  the  operation,  was  nevef  quite  well,  and  about 
ten  days  after  the  nurse  reported  that  nrine  was  coming  away  freely 
per  vaginam.  As,  however,  the  patient  was  able  to  pass  water 
per  urethram,  it  was  tolerably  certain  that  there  was  no  want  of 
union  in  the  wound  in  the  bladder,  and  therefore  that  one  of  the 
ureters  had  opened  into  the  vagina.  This  was  made  a  certainty 
by  finding  that  milk  injected  into  the  bladder  did  not  escape  per 
vaginam.  After  about  a  week  the  quantity  of  urine  escaping  per 
vaginam  diminished  partly,  and  from  the  pain  complained  of  in 
the  right  groin,  and  right  iliac  and  lumbar  regions,  it  seemed 
probable  that  the  right  ureter  was  again  becoming  occluded.  This 
supposition  became  a  certainty  some  few  days  later,  when  a  birge, 
tender  elastic  tumour  was  palpated  in  the  right  lumbar  region. 
After  a  time  there  was  again  an  escape  of  urine  from  the  vagina, 
owing,  we  thought,  to  the  tension  in  the  ureter  having  overcome 
the  occlusion.  The  tumour  in  the  lumbar  region  at  the  same  time 
became  evidently  smaller,  and  the  tenderness  less. 

On  November  29th  the  patient  was  attacked  wit^  conjunctivitis, 
which  was  followed  in  a  couple  of  days  by  the  formation  of  a  large 
ulcer  on  her  cornea.  She  was  seen  on  December  4th  by  my  friend, 
Dr.  Maxwell,  who  opened  the  anterior  chamber.  Two  days  after- 
wards she  had  an  attack  of  acute  pneumonia  accompanied  by  sudden 
and  intense  pain  in  the  eye,  of  which  Dr.  Maxwell  was  unfortunately 
not  given  notice,  and  when  he  saw  her  afterwards  the  eye  was 
practically  lost,  nor  would  the  patient  then  allow  anything  to  be 
done  to  relieve  the  pain.  The  inflammation  of  the  eye  gradually 
subsided,  and  the  patient  went  home  to  Somerville  on  December 
20th.  When  she  left  hospital  there  was  still  a  slight  escape  of 
water  per  vaginam ;  but  the  nurse  has  heard  since  that  this  has 
quite  ceased,  and  that  she  bore  the  journey  well.  She  had,  how- 
ever, never  recovered  her  strength,  and  I  fear  that  diere  must  be 
some  amount  of  stricture  of  the  left  ureter,  causing  the  urine  to.  be 
secreted  under  increased  pressure,  though  this  has  not  been  enough 
to  distend  the  left  kidney  sufficiently  to  be  palpated.  Indeed  it 
seems  to  me  that  the  right  kidney  is  now  giving  her  very  little 
trouble ;  and  that,  if  the  left  were  secreting  freely,  she  would  soon 
gain  strength  completely.  Such  is  the  clinical  history  of  this 
case,  and  I  wish  sincerely  I  could  stop  here.  But  the  worst 
mistake  of  all  has  yet  to  be  confessed — ^namely,  that,  though  tfie 
history  of  the  case  and  the  physical  examination  of  the  patient 
seemed  to  point  indubitably  to  malignant  disease,  the  microscopic 
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examination  of  the  uterus,  kindly  made  for  me  by  Professor  Purser, 
shows  that  nothing  of  the  sort  is  present.  There  is  great  thicken- 
ing and  hypertrophy  of  the  mucous  membrane,  but  no  carcinoma. 

In  looking  back  on  the  case  I  can  quite  see  that  it  was  oyer- 
confidence  in  my  first  diagnosis  that  led  to  the  mistake.  Bat  I 
confess  I  had  never  seen  or  heard  of  a  similar  case,  though  the 
uterus  has  several  times  been  removed  by  well-known  operators, 
under  the  false  supposition  that  it  was  cancerous.  This  case  will, 
I  think,  at  all  events  prove  that  the  recurrence  and  persistence  of 
a  red  discharge  twenty-four  years  after  the  change  of  life,  accom- 
panied by  a  foetid  discharge  containing  particles  of  what  looked 
like  broken-down  cancerous  tissue,  is  not  sufiicient  to  justify  the 
dlagnosb  of  malignant  disease  of  the  uterus. 


KEMOVAL   OF  AN  ENLARGED  FIBROID 

UTERUS. 

Bt  W.  K.  M'MORDIE,  M.D. ; 

Burgeon  to  the  Samaritan  Hoipital  for  Women,  Belfast. 

[Read  in  the  Section  of  Obstetriee,  February  10, 1888.] 

S.  C,  aged  thirty,  single,  a  mill-worker,  was  admitted  to  the 
Samaritan  Hospital  for  Women,  Belfast,  on  January  26th  of 
the  present  year.  For  two  years  previously  she  had  suffered 
almost  continuously  from  hemorrhage,  and  for  the  past  five 
months  she  was  so  feeble  that  she  was  unable  to  attend  to  her 
work.  The  uterus  felt  irregularly  enlarged  to  about  the  size 
of  a  sixth  month's  pregnancy.  The  sound  passed  4^  inches,  but 
I  think  the  cavity  was  larger  than  this,  but  owing  to  the  narrow 
irregular  outline  the  sound  did  not  get  the  full  length.  In  her 
present  state  the  woman  could  not  earn  her  living,  and  she  had  no 
means  of  support  except  her  daily  work. 

She  was  most  anxious  to  have  the  tumour  removed.  I  explained 
to  her  fully  the  risks  of  the  operation,  and  she  expressed  herself  as 
willing  to  take  the  risk,  upon  my  stating  that  in  case  of  recovery 
she  would  be  able  to  return  to  her  work. 

Laparotomy^  January  29th. — ^I  made  an  incision  in  the  median 
line  about  four  inches  long.  Having  satisfied  myself  as  to  the 
nature  and  size  of  the  tumour,  I  prolonged  the  incision  upwards 
to  the  upper  border  of  the  umbilicus,  and  downwards  towards  the 
symphysis  pubis.  The  incision  now  measured  seven  inches.  I 
was  now  able  to  draw  out  the  uterus,  with  both  ovaries.  The 
ovaries  were  enlarged  and  soft,  and  I  ligatured  both  separately. 
I  now  passed  a  wire  round  the  base  of  the  tumour  and  tightened 
the  screw.  I  then  cut  away  the  portion  of  the  tumour  now  shown. 
The  base  of  the  tumour  was  so  broad  that  when  I  tried  to  pass  the 
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pin  I  was  provided  with  immedialelj  above  the  wire,  I  found  it  was 
too  short.  I  was  afraid  to  trust  to  the  wire  without  the  security  of 
the  pin,  so  I  applied  the  powerful  clamp  used  by  Dr.  Keith 
immediately  above  the  wire,  which  I  removed.  I  now  sliced 
away  the  stump  as  close  to  the  clamp  as  I  thought  safe.  In 
this  way  I  removed  2  lbs.  The  portion  I  now  show  weighs  4^  lbs., 
so  that  the  entire  tumour  removed  weighed  6^  lbs.  When  apply- 
ing both  the  wire  and  clamp  I  was  careful  to  keep  the  bladder  and 
ureters  clear.  I  fixed  the  stump  in  the  lower  angle  of  the  wound 
and  carefully  applied  round  it  the  peritoneal  surface  of  the  abdominal 
wall.  The  upper  part  of  the  wound  was  brought  together  by 
silver  wire,  the  lowest  suture  being  quite  close  to  the  stump.  I 
did  not  pass  it,  as  is  sometimes  recommended,  through  the  stump 
below  the  clamp.  I  did  not  sponge  out  the  peritoneal  cavity,  as  I 
was  quite  certain  no  blood  escaped  into  it  during  the  operation. 
I  made  no  provision  for  drainage.  Salicylic  wool  was  packed 
round  the  stump,  and  below  the  handles  and  point  of  the  clamp. 
I  dusted  the  stump  with  iodoform  powder  and  covered  the  entire 
abdomen  with  salicylic  wool  and  a  fiannel  besides. 

The  patient  made  most  satisfactory  progress.  The  temperature 
never  rose  above  100^,  and  the  pulse  105.  On  the  fifth  day  por- 
tions of  the  sloughing  stump  were  removed.  On  the  seventh  day 
the  clamp  came  away  and  the  sutures  were  removed,  the  upper  part 
of  the  wound  having  healed  by  primary  adhesion.  To-day — 14th 
day — ^the  temperature  and  pulse  are  normal,  and  the  wound  is 
healthy  and  healing  rapidly. 
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In  submitting  the  Report  of  the  Gynecological  Department  of  the 
Rotunda  Hospital  for  the  year  ending  November  drd,  1887, 1  wish 
to  return  my  sincere  thanks  to  Dr.  Macan,  the  present  Master  of 
the  Hospital,  for  the  privilege  of  so  doing. 

Qynascclogical  TTardf.-— The  gyoflecological  wards  contain  30  beds ; 
450  patients  were  received  during  the  year,  being  an  increase  of 
106  over  the  previous  twelve  months*  I  have  divided  the  various 
diseases  into  three  classes— extra^oterine,  utmne,  and  miscel- 
laneous, and  I  have  tabulated  under  each  head,  the  diagnosis  with 
result,  showing  the  mortality  percentage. 

Table  I. — Extra'Uterine  Diseases, 


DUgnotIa 

No. 

Cared 

BeUered 

Died 

Hsmatoceles 
Extra-uterine  Foetation 
Para-perimetritis 
Parametritis  Posterior 
Oyarian  Tumour 
Abscess  of  Ovary 
Hydrosalpinx 

Total 
MortaUty  - 

9 
2 

24 
10 
11 

1 
1 

9 

1 
22 

"7 
1 

10 
8» 

1 
2 

1 

1 

58 

40 

IS 

5 

8-6  0/0 

*  Left  Hospital  before  operatiou. 


Table  IL — Uterine  Diseases. 


Diagn<Mi« 

No. 

Cursfl 

RtiiSTSd 

Died 

Retroflexioni 

48 

40 

8 

Betrovenions 

89 

86 

8 

-^ 

Prolapse          .            .            # 

6 

2 

4 

— 

Inyersion 

1 

1 

— 

— 

HyperinTolntioo 

I 

._ 

1 

..^ 

Endometritis  Catarrhalb 

57 

51 

6 

... 

Fangiu  Endometritis 

4 

4 

— 

... 

EndocervicitiB  with  Erosion  - 

84 

84 

— ^ 

... 

Fibroid  Tamoors 

8 

— 

7 

1 

Fibrous  Polypi 

8 

7 

I 

— . 

Sarcoma  Uteri 

2 

— 

2 

^_ 

Carcinoma  Uteri 

80 

._ 

80 

m^ 

Dysmenoirbcsa 

8 

6 

2 

... 

Stenosis  of  Internal  Os  Uteri  - 

1 

1 

_ 

m^m 

Extensive  Laceration  of  Genriz 
Total 

1 

1 

— 

— 

248 

188 

64 

1 

Moitality   - 

"■" 

'"• 

— 

•*% 

Table  IIL— J 

liscellam 

una  Diu 

loses. 

Dlsgnods 

Mo. 

Cured 

Beltored 

Died 

Incomplete  Abortion 
Missed  Abortion 

18 

18 

_ 

1 

1 

— 

i_ 

Vesioo-Vaginal  Fistula 

8 

1 

2 

— 

Vaginitis        -             -             - 

11 

8 

8 

— 

Vaginal  Abscess 

u 

5 

— 

— 

Thrombosb  Labionim 

8 

8 

— 

^_ 

Labial  Absces9 

4 

4 

m.mm 

.... 

Lacerated  Perinnnm  - 

4 

4 

— 

_ 

Cystitis          ... 

5 

— 

5 

... 

Incontinence  of  Urine 

1 

— 

1 

_ 

Ascites,  Carcinomatoas 

1 

^ 

— . 

1 

Irreducible  Abdominal  Hernia 

1 

1 

•w 

._ 

Roptnred  Abdominal  Hernia 
Phlegmasia  Alba  Dolens 

1 

1 

^— 

._ 

6 

6 

-~ 

— 

Albaminoria 

8 

— 

8 

.* 

Jaundice  during  Pregnancy   - 

2 

2 

— 

.— 

Syphilis 

2 

— 

2 

— 

Mastitis 

8 

8 

— 

... 

Chlorosis         ... 

12 

12 

^ 

^. 

LeueocythsBmia 
Acute  Pharyngitis      • 

1 

_ 

m~^ 

1 

2 

2 

— 

.^ 

Pneumonia     ,            •            . 

8 

8 

«>. 

— 

Pregnancy      ... 

87 

87» 

— 

... 

Convalescence  after  Labour  - 
Total 

20 

20 



— 

154 

186 

16 

2 

Mortality  - 

—" 

^— 

•— 

l-»  ^/o 

*  Transferred  to  labour  wards. 
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It  is  impossible  to  consider  in  detail  all  this  long  list  of  cases, 
but  I  shall  bring  only  under  your  notice  those  possessing  special 
features. 

HcBmaioceUs, — Out  of  a  total  of  450  cases,  hematocele  occurred 
with  great  relative  frequency  in  exactly  two  per  cent,  of  the  entire 
number,  the  characteristic  symptoms  being  sudden  collapse,  with 
pain  in  the  abdomen,  subnormal  temperature,  and  a  very  persistent 
redditth  discharge  per  vaginam,  with  the  formation,  after  a  time,  of 
a  well-marked  tumour  of  the  posterior  cul-de-aaCj  displacing  the 
uterus  forwards.  It  usually  occurred  in  women  who  had  reached 
the  period  of  greatest  uterine  activity,  between  the  ages  of  twenty- 
five  and  thirty-four.  The  treatment  consisted  in  strict  rest  in  bed 
in  the  acute  stage;  no  medicines  were  given  except  opium  for 
pain,  and  an  aperient  mixture  to  keep  the  bowels  open,  and  at  a 
late  period  quinine  and  iron  to  counteract  anemia.  Aspiration 
was  employed  in  two  cases  as  an  aid  to  diagnosis;  both  these 
patients  derived  much  benefit  from  the  lessening  of  the  tension  in 
the  tumour.  In  neither  case  did  any  reaction  follow  the  operation. 
All  ended  in  recovery. 

Extra-uterine  Fcetation. — Of  the  two  cases  of  extra-uterine  foeta- 
tion,  one  died.  The  fatal  case  was  that  of  a  woman,  aged  thirty- 
four,  who  had  five  children,  the  youngest  of  whom  was  eight  and 
a  half  years  old,  and  who  was  admitted  into  hospital  February  28th, 
1887,  in  a  very  anaemic  condition.  Her  changes  had  ceased  two 
months  previously ;  she  had  enjoyed  good  health  until  three  weeks 
before  admission,  when,  as  she  was  walking  across  the  kitchen,  she 
was  suddenly  seized  on  the  right  side  by  a  dull  aching  pain,  and 
she  fell  in  a  state  of  collapse  on  the  floor ;  a  profuse  metrorrhagia 
set  in.  On  examination  a  large  fluctuating  tumour  was  found  to 
fiU  the  posterior  cul-de-sac.  The  uterus  had  a  length  of  10-5  cm., 
and  was  displaced  forwards  towards  the  left  side ;  secretion  well 
marked  in  the  breasts.  The  tumour  was  aspirated,  and  four  ounces 
of  dark  blood  drawn  off,  the  second  syringeful  being  quite  bright 
and  arteriaL  On  removing  the  canula  a  jet  of  blood  escaped  from 
the  puncture,  which  was,  however,  easily  controlled  by  an  iodoform 
plug.    The  patient  died  twelve  days  after  of  peritonitis,  and  a  post- 
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mortem  by  Dr.  M^Kee  showed  that  the  whole  of  Douglas'  pouch 
was  filled  with  clots,  which  had  formed  a  tolerably  compact  globular 
mass  adherent  to  the  posterior  wall  of  the  uterus.  In  this  mass 
of  clots,  immediately  in  front  of  the  rectum,  there  was  a  cavity  in 
which  lay  a  foetus  apparently  of  the  third  month.  Its  exact  rela- 
tion to  the  peritoneum  could  not  be  made  out,  but  it  seemed  free 
in  the  pelvic  cavity. 

Pdvic  Cellulitis, — Of  pelvic  cellulitis  we  had  24  cases,  with  a 
mortality  of  2,  or  8*5  per  cent.  Of  these  16  followed  child- 
birth ;  5  gave  a  history  of  exposure  after  menstruation ;  2  resulted 
from  treatment;  and  1  from  gonorrhoeal  infection;  only  two  of 
these  cases  were  delivered  in  the  hospital.  The  mode  of  termina- 
tion shows  some  interesting  facts — 14  ended  in  absorption  and  10 
in  abscess.  Of  the  latter,  6  pointed  over  Poupart's  ligament,  and 
were  opened  under  ether ;  1  became  absorbed ;  2  opened  into  the 
rectum ;  and  1  into  the  bladder.  The  case  of  absorption  is  one  of 
singular  interest.  A  patient,  aged  twenty-five,  Ill.-parse,  was 
admitted  on  October  23rd,  1886,  six  weeks  after  confinement,  with 
an  extensive  effusion  in  right  iliac  fossa.  On  Nov.  6th  a  distinct 
fluctuating  abscess  was  palpated,  pointing  over  Poupart's  ligament, 
and  preparations  were  made  for  opening  it;  the  operation  was, 
however,  unavoidably  postponed.  The  following  morning  the 
tension  was  less  marked,  and  the  temperature  had  fallen,  and  each 
succeeding  day  we  found  that  the  abscess  gradaaUy  grew  smaller, 
and  the  patient's  condition  improved;  no  pus  passed  through 
rectum  or  bladder ;  the  patient  was  discharged  December  28th,  the 
pelvic  effusion  having  entirely  disappeared. 

Posterior  Parametritis. — ^Posterior  tender  ligaments  were  fre- 
quently met  with,  the  prevailing  symptom  being  severe  rectal  pain 
on  defecation ;  the  uterus,  with  ovaries  and  tubes,  were  generally 
found  normal,  but  sweeping  the  finger  along  the  posterior  cuZ-cfe- 
sac  from  side  to  side  caused  excruciating  pain,  as  did  also  the 
displacement  of  the  cervix  forwards.  In  some  cases  the  ligaments 
were  quite  short,  tense,  and  thickened,  while  in  others  nothing 
pathological  could  be  made  out.  The  line  of  treatment  was  as 
follows: — Hot  vaginal  douches,  110^  F. ;  puncture  of  cervix  and 
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glycerine  plugs,  with  the  internal  administration  of  ^  gr.  of  per- 
chloride  of  mercury  three  times  a  day.  This  painful  affection 
seems  very  persistent,  and  does  not  yield  readily  to  treatment. 

Tvbes, — It  is  curious  that  only  one  case  of  serious  tubal  disease, 
justifying  operation,  occurred  during  the  year. 

Abdominal  Section. — ^There  were   15  abdominal   sections   (see 

Table  IV.). 

Abdominal  sections  were  performed  eight  times  for  the  removal 
of  ovarian  tumoors^-once  to  remove  the  ovaries  in  a  case  of  uterine 
fibro-myoma,  once  to  perform  hysterectomy,  twice  for  the  radical 
cure  of  hernia,  once  for  the  removal  of  a  double  ovarian  abscess, 
and  once  in  a  case  of  peritonitis,  which  proved  to  be  carcinomatous, 
making  in  all  fifteen,  with  four  deaths. 

Case  No.  4  has  many  points  of  interest.  The  patient,  aged 
twenty-nine,,  had  undergone  abdominal  section,  two  years  pre- 
viously, for  abscess  of  the  upper  wall  of  the  bladder.  A  hernia 
had  formed  in  the  old  incision.  She  was  repeatedly  advised  to 
undergo  operation,  but  refused.  One  evening,  about  7  o'clock,  the 
hernia  burst,  and  seven  hours  afterwards,  at  2  a.m.,  she  was  carried 
into  hospital.  We  found  coils  of  the  ileum  lying  on  the  abdomen, 
rolled  up  in  a  dirty  chemise,  and  matted  with  the  hair  of  the 
pubes.  The  intestines  were  carefully  washed  with  a  1  per  cent, 
warm  carbolic  solution,  several  tags  of  strangulated  omentum  were 
ligatured  and  removed,  the  abdominal  opening  enlarged,  and  the 
intestines  returned ;  but  the  adhesions  around  the  margins  of  the 
opening  were  so  extensive  that  Dr.  Macan  thought  it  better  to 
postpone  the  operation  until  daylight,  and,  accordingly,  placed  a 
large  flat  sponge  over  the  intestines,  and  closed  the  wound  for  the 
night.  Next  morning  it  was  re-opened,  the  adhesions  separated, 
and  the  abdominal  wound  closed  by  interrupted  sutures.  The 
patient  recovered  without  any  bad  symptoms.  Within  the  last 
few  days  the  patient  has  been  again  operated  on  for  a  recmrence  of 
the  hernia. 

The  diagnosis  as  to  the  nature  of  the  abdominal  tumour  in  Case 
No.  12  was  difficult  The  history  was  as  follows : — ^Mrs.  M*G.,  six 
weeks  after  her  last  confinement,  noticed  a  swelling  in  her  abdomen. 
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She  consulted  her  medical  attendant,  who  tapped  her.  Within 
two  weeks  from  tapping  it  increased  so  much  in  size  as  to  measure 
83  cm.  round  umbilicus,  and  87^  cm.  below.  On  inspection, 
abdomen  was  prominent  in  the  front,  not  bulging  at  the  sides; 
percussion  gave  a  tympanitic  note  in  front  and  low  down  in  the 
flanks  ;  the  intermediate  portion  being  dull ;  area  of  tympanitis,  on 
front  of  abdomen,  varied  as  the  patient  lay  on  one  or  other  side,  or 
changed  her  posture ;  on  succussion  a  distinct  splashing  was  heard ; 
by  palpation  a  positive  tumour  could  be  made  out,  and  its  margins 
distinctly  felt.  Patient's  evening  temperature,  102<»  F. ;  no  history 
of  rigors.  The  operation  revealed  a  collapsed  ovarian  tumour, 
surrounded  by  an  encysted  peritonitis  ;  there  was  an  escape  of  gas 
on  opening  peritoneum,  the  fluid  was  sero-sanguineous  in  character, 
and  the  thickened  peritoneum  was  at  first  mistaken  for  cyst  wall, 
and  a  considerable  portion  was  detached  before  the  mistake  was 
detected.  The  ovarian  pedicle  was  ligatured  and  returned;  the 
peritoneal  cyst  cavity  was  washed  out  with  wesik  carbolic  solution, 
thoroughly  dried  emd  dusted  with  iodoform.  Patient  made  an 
uninterrupted  recovery. 

Uterine, — Under  the  head  of  uterine  diseases,  the  cases  possess- 
ing features  of  exceptional  interest  were  those  of  fibrous  polypi, 
carcinomata,  and  disease  of  the  endometrium. 

Polypi. — In  one  case  of  fibrous  polypus  from  the  posterior  lip  of 
the  cervix  there  was  such  extensive  adhesion  between  it  and  the 
posterior  vaginal  wall  as  to  prevent  the  application  of  the  ecraseur, 
or  the  twisting  of  the  pedicle.  On  attempting  to  remove  it  piece- 
meal, with  Schultz's  double  spoon,  a  dangerous  haemorrhage  set  in, 
which  was,  with  difficulty,  controlled  by  plugging.  A  secondary 
haemorrhage  followed,  when  the  plug  was  removed  twenty-four 
hours  afterwards.  In  another  case,  where  the  polypus  from  the 
anterior  lip  had  undergone  sarcomatous  degeneration,  Schroeder's 
high  operation  for  the  removal  of  the  cervix  was  performed.  This 
patient  presented  herself  for  examination,  two  months  after  the 
operation,  with  a  small  nodule  on  anterior  lip,  about  the  size  of  a 
marble,  which  was  removed,  and  microscopic  examination  showed 
a  recurrence  of  the  disease. 
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Carctnomata, — Of  the  total  number  of  eases,  30,  or  6*6  per  cent., 
were  carcinomata  uterina — a  most  painful  fact ;  and  this  return, 
when  compared  with  previous  years,  shows  a  remarkable  increase. 
Thirteen  of  the  cases  occurred  in  women  about  the  age  of  forty-five, 
10  were  aged  thirty  or  over,  1  was  twenty-eight,  and  1  so  young 
as  twenty-six.  The  cervix  was  attacked  in  1 8,  the  fundus  in  6, 
and  both  cervix  and  fundus  in  6.  Unfortunately,  the  disease  was 
too  far  advanced  when  the  patients  were  adnutted  into  hospital  to 
justify  any  radical  operation  ;  nothing  was  left  to  be  done,  except 
to  palliate  the  urgent  symptoms  by  curetting  down  to  the  healthy 
tissue,  and  thoroughly  cauterising  with  Paquelin's  cautery,  the 
bimanual  being  made  from  time  to  time  to  avoid  opening  peri- 
toneum. Haemorrhage  was  easily  controlled  by  plugging.  The 
effect  of  this  operation  is  most  remarkable,  causing  immediate 
relief  from  pain,  taking  down  the  temperature,  and  getting  rid  of 
the  foetid  discharge — in  fact,  making  a  previously  miserable  exist- 
ence for  a  time  bearable. 

Endometritis. — The  various  cases  of  endometritis  were  treated 
by  curetting  and  injections  of  equal  parts  of  liniment  and  tincture 
of  iodine,  as  described  below  in  cases  of  incomplete  abortions. 

EmmeCa  Operation, — ^Emmet's  operation  was  performed  only  once. 

Endocervicitis  with  Erosion, — In  endocervicitis  with  erosion  the 
cervix  was  bathed,  twice  a  week  for  three  minutes^  with  pyro- 
ligneous  acid,  which  was  carried  into  the  uterus  on  a  Playfair's 
probe,  armed  with  cotton  wool  Puncture  and  excision  of  cervix 
were  found  necessary  only  in  obstinate  cases. 

Miscellaneous, — ^Among  the  miscellaneous  groups  the  treatment 
of  incomplete  abortion  and  the  plastic  operation  about  vagina  and 
perinaeum  are  of  interest 

Incomplete  Abortion, — ^The  routine  treatment  in  incomplete  abor* 
tion  consisted  in  washing  out  vagina  and  uterus  with  warm  Yartry 
water  through  a  Bozeman's  catheter ;  the  uterus  was  drawn  down 
by  an  American  forceps^  and  the  perinseum  held  back  by  a  Fritsch's 
speculum ;  the  entire  decidua  was  curetted  until  the  curette  scraped 
against  the  muscular  tissue ;  the  uterus  was  then  again  washed  out, 
and  a  Braun's  syringeful  of  equal  parts  of  liniment  and  tincture  of 
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iodine  was  injected.  Great  precautions  were  taken  to  insure  a  good 
return,  bj  drawing  the  canula  backward  and  forward  so  as  not  to 
increase  intra-uterine  tension  and  force  any  through  the  tubes. 
The  patients  were  generally  confined  to  bed  for  three  days.  The 
haemorrhage  stops  at  once  if  the  part  is  thoroughly  curetted,  and 
in  not  a  single  case  of  the  entire  18  had  we  any  reaction. 

Vesico-vaginal  FistuUs, — Vesico-vaginal  fistulas  are  fortunately 
much  less  frequently  met  with  than  formerly.  All  the  three 
eases  which  were  sent  up  to  us  were  caused  by  prolonged  labour, 
during  which  no  instruments  were  used.  In  one  case,  a  mother 
of  five  children,  the  urethra  was  completely  slit  up,  and  the  anterior 
vaginal  wall  was  absent,  with  extensive  prolapse  of  bladder.  The 
lesions  were  so  extensive  that  no  plastic  operations  succeeded. 
Plastic  operations  about  vagina  and  perinaeum  were  performed  six 
times ;  the  interrupted  silk  suture  was  employed  in  one  case ;  in  the 
remaining  five  the  continuous  catgut  stitching  the  freshened  sur- 
face in  terraces.  Only  in  one  instance,  after  this  method,  had  we 
imperfect  union,  due  either  to  lacing  the  ligatures  too  tight,  or  to 
the  cutting  through  of  the  deeper  stitches  while  stitching  the 
superficial  lesions. 

Puerperal  Women. — ^The  twenty  cases  of  puerperal  women  repre- 
sent all  those  transferred  from  obstetrical  wards  whose  conva- 
lescence exceeded  eight  days. 

Curetting. — ^The  uterus  was  curetted  105  times,  including  incom- 
plete abortion,  18 ;  carcinoma,  30 ;  and  endometritis,  57,  without 
any  reaction  following,  showing  that,  when  properly  performed, 
this  operation  is  entirely  devoid  of  danger. 

Some  Methods  of  Examination. — The  bimanual  method  of  exami- 
nation is  practised  and  taught  with  the  patient  in  the  dorsal  posi- 
tion on  a  Schroeder*s  chair.  The  uterine  sound  has  been  found 
most  useful  during  the  year  as  a  valuable  aid  in  diagnosticating 
many  diseases  of  the  endometrium ;  it  detects  with  accuracy  the 
patulous  condition  of  the  intemal  os,  whether  the  mucous  membrane 
be  oversensitive,  thickened,  or  roughened,  and  will  demonstrate  its 
tendency  to  haemorrhage  if  that  condition  be  present. 
Schultz's  pelvic  diagrams  are  used  to  encourage  accuracy  of 
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diagnosis,  and  Wyder's  transparent  plates  as  illustrations  of  patho- 
logical conditions. 

Antiseptics. — Antiseptic  solutions  are  employed  only  where  the 
hands  or  instruments  have  been  engaged  in  septic  cases.  The 
stages  of  disinfection  practised  are,  for  the  hands^- 

1st.  Thorough  scrubbing  for  a  couple  of  minutes,  with  carbolic 
soap  and  a  nail-brush,  in  a  5  per  cent,  carbolic  solution. 

2nd.  Rinsing  in  fresh  carbolic  solution. 

drd.  Soaking  for  one  minute  in  1-500  corrosive  sublimate  solu- 
tion. 

AU  instruments  are  disinfected  by  boiling  in  a  5  per  cent,  car- 
bolic solution.  For  some  time  past  irrigations  of  ordinary  Yartry 
water  have  been  employed  in  all  ordinary  operations  about  uterus 
and  vagina,  such  as  curetting  in  the  case  of  incomplete  abortions, 
and  as  good  results  have  been  obtained  as  where  solutions  of 
carbolic  acid  or  corrosive  sublimate  were  used  for  this  purpose. 


ON  THE   TREATMENT   OF   OBSTRUCTIVE 
DYSMENORRHCEA  AND  STERILITY. 

By  THOMAS  MORE  MADDEN,  M.D.,  F.R.C.S.E. ; 

Obitetrio  PhjaicUo,  Mater  Miserioordin  Hoipital,  Dublin  ; 
President,  Obetetrio  Section,  Britiah  Medioal  Association. 

[Bead  in  the  Section  of  Obstetrics,  March  16, 1888.] 

Tbb  treatment  of  sterility  and  obstmctive  dysmenorrhoea  aro 
closely  interwoven  questions  of  great  practical  interest,  which, 
up  to  the  present  time,  have  not  been  referred  to  in  the  Transac- 
tions of  the  Royal  Academy  of  Medicine.  Hence,  although  I 
have  elsewhere  considered  certain  aspects  of  these  subjects,  I  now 
venture  to  submit  my  views  thereon,  some  of  which  I  believe  will 
be  found  novel  to  this  Academy,  in  the  hope  of  inducing  a  discussion 
on  one  of  the  most  frequent,  and  oftentimes  the  most  difficult,  of  the 
daily-recurring  problems  that  come  under  gynecological  attention. 
In  so  doing  I  would  premise  that  it  appears  to  me  in  the  recog- 
nition of  obstruction,  from  either  cervical  or  fallopian  stenosis,  as 
the  chief  cause  of  sterility  as  well  as  of  dysmenorrhoea,  will  be 
found  the  key  to  the  pathology  and  successful  treatment  of  the 
great  majority  of  cases  of  both  these  morbid  conditions.  These,  as 
already  observed,  being  intimately  connected  in  their  pathology  and 
treatment,  must  be  here  dealt  with  in  conjunction,  although  with 
special  reference  to  the  former.  The  frequency  of  such  cases  is 
much  greater  than  is  generally  admitted,  as  in  my  hospital 
practice,  during  the  past  eleven  years,  upwards  of  eight  hundred 
instances  of  obstructive  dysmenorrhcea,  or  of  sterility  similarly 
caused,  have  come  under  observation  in  a  total  of  seven  thousand 
gynaecological  cases  that  have  been  there  noted  in  our  intern  and 
extern  departments.  Nor  is  the  pathological  importance  of  these 
complaints  less  striking  than  their  frequency.  Thus,  of  all  the 
ailments  of  female  existence,  few  give  rise  to  greater  and  more 
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persistent  suffering,  or  produce  more  disastrous  effects  not  onlj  on 
the  general  physical  health,  but  also  on  the  cerebro-nervous  system, 
and  on  the  moral  constitution  of  the  patient,  than  result  from  well- 
marked  obstructive  djsmenorrhoea.  The  importance  of  the  last- 
mentioned  consequence  of  dysmenorrhoea,  to  which  I  directed 
special  attention  in  an  article  of  mine  on  the  Disorders  of  the 
Female  Sexual  Functions,  in  Qiiaiii^s  Dictionary  of  Medicine^  is  by 
no  means  as  generally  recognised  as  it  should  be.  This  is  more 
especially  evident  in  many  cases  of  alcoholism,  and  I  may  repeat 
that  a  morbid  craving  for  alcohol  in  women  may  very  frequently 
be  dated  from  their  first  painful  menstrual  period,  when  stimulants 
are  too  often  forced  by  foolish  mothers  into  the  generally  reluctant 
lips  of  their  daughters.  Once,  however,  the  pain  of  dysmenorrhoea 
has  been  thus  relieved,  the  girl  at  the  next  epoch  of  suffering 
naturally,  and  no  longer  unwillingly,  seeks  similar  solace,  until 
finally  the  victim  of  dysmenorrhoeal  alcoholism  becomes  an  habitual, 
and,  perhaps,  an  incurable  drunkard. 

Importance  of  the  Study  of  Sterility. — ^The  effects  of  the  second  of 
the  morbid  conditions  that  form  the  subject  of  this  communication 
are  certainly  of  no  less  moment,  in  a  practical  aspect,  than  are 
those  results  to  which  I  have  just  referred  as  consequent  on  the 
first-named  ailment — the  latter  involving  not  only  the  physical 
health  and  well-being  of  our  patients,  but  also,  in  too  many 
instances,  intimately  affecting  their  social  interests,  and  the  happi- 
ness of  conjugal  life.  In  this  country,  at  least,  the  infamous 
doctrines  of  the  modem  votaries  of  ^^  Venus  sine  Lucilla^  have, 
fortunately  to  no  appreciable  extent,  displaced  the  Christian  view 
of  the  main  function  and  chief  end  of  woman's  married  life. 
Hence,  in  Ireland  to  the  present  time,  as  in  Israel  in  the  days  of 
Sarah,  to  be  childless  is  commonly  regarded  as  a  reproach  to  a 
married  woman,  and  as  a  subject  of  marital  disappointment  and 
trouble. 

Causes  of  Barrenness. — As  in  every  other  morbid  condition  so  in 
the  treatment  of  sterility^our  first  aim  must  be  to  ascertain,  and 
our  second  to  remove,  if  it  be  removable,  the  cause  of  the  trouble  for 
which  we  are  consulted.     Of  the  various  causes  of  barrenness,  some, 
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as  for  instance  the  absence  or  arrested  development  of  the  organs 
essential  for  conception — viz.,  the  uterus,  fallopian  tubes,  or  ovariae, 
being  beyond  remedial  reach,  need  not  here  occupy  our  considera- 
tion. In  the  great  majority  of  instances,  however,  sterility,  occurring 
in  women  within  the  limits  of  ovarian  functional  vitality,  admits 
of  effectual  treatment,  when  that  treatment  is  rationally  directed 
to  the  special  exigencies  of  each  case. 

By  most  authorities  on  this  subject,  including  even  the  late 
Dr.  Marion  Sims,  female  sterility,  or  reproductive  inability,  has 
been  confounded  with  im potency  or  sexual  incapacity.  Hence,  it 
may  not  appear  superfluous  to  remind  my  hearers  that,  properly 
speaking,  the  latter  term  should  be  restricted  to  those  cases  in  which 
marital  intercourse  is  prevented  by  some  physical  impediment  or 
malformation  in  the  female  genital  tract — such  as  vaginal  or  vulval 
occlusion,  imperforate  hymen,  vaginismus,  cervical  stenosis,  &c., 
by  which  impregnation  may  be  precluded,  whilst  sterility  or 
imperfection  of  conceptive  power  is  due  to  either  some  structural 
lesion,  deficiency,  displacement,  or  flexion  of  some  one  of  the 
organs  essential  to  conception.  Thus,  the  uterus,  fallopian  tubes, 
or  ovarie,  may  each  be  absent,  misplaced,  or  otherwise  abnormal, 
or  else  these  parts,  being  in  a  normal  condition,  the  patient  never- 
theless remains  sterile,  either  from  constitutional  causes  or  from 
other  causes — such  as  sexual  irrespondence  or  incongruity,  of  a 
moral  rather  than  of  a  physical  nature. 

Stenosis  of  the  Cervical  Canal, — ^This,  according  to  my  experience, 
now  extending  over  a  quarter  of  a  century,  in  hospital  and  in  private 
consultation,  at  home  and  abroad,  is  not  only  the  most  frequent  of 
all  the  causes  of  sterility,  but  is,  moreover,  the  most  amenable  to 
appropriate  treatment  of  all  the  physical  factors  in  the  causation  of 
infecundity.  Until  a  recent  period,  however,  neither  the  frequency 
Dor  the  rational  treatment  of  this  cause  of  barrenness  were  recog- 
nised by  modern  surgeons,  although  both  were  clearly  pointed  out 
by  some  of  the  older  writers.  Thus  it  was  not  until  the  late 
Sir  James  Simpson  recalled  attention  to  the  plan  of  dilating  the 
OS  uteri  and  cervical  canal  by  a  method  which,  several  years  pre- 
viously, had  been  suggested  by  another  Edinburgh  surgeon,  whose 
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ignored  suggestion  on  the  use  of  sponge  tents  in  the  treatment 
of  djsmenorrhoea  Simpson  revived,  that  anything  like  adequate 
attention  was  attracted  to  this  important  suhject.  But  hoth 
Simpson  and  Mackintosh  were  forestalled  in  their  views  by  ancient 
writers,  whose  names  had  long  been  forgotten,  and  whose  works 
had  apparently  become  hermetically  sealed  by  the  hand  of  time. 
Hence,  as  I  believe  that  the  history  of  the  steps  by  which  modern 
gynsBCological  science  has  arrived  at  its  present  development  are 
well  worthy  of  the  consideration  of  all  who  pride  themselves  on 
being  members  of  a  learned  and  liberal  profession,  I  venture,  in 
this  connection,  to  recapitulate,  briefly,  a  few  observations  which  I 
made  several  years  since,  before  a  society  which  no  longer  exists, 
on  this  point. 

The  credit  of  suggesting  the  dilatation  of  the  os  uteri  and  cervical 
canal  by  means  of  sponge  tents  is,  as  already  said,  generally  con- 
ceded to  the  late  Sir  James  Simpson,  by  whom  it  was  claimed,  in  a 
paper  of  his  published  in  the  Edinburgh  Journal  of  Medical  Science 
for  January,  1850,  in  which  he  says — '^In  1844,  in  a  communica- 
tion laid  before  the  Medico-Chirurgical  Society  of  Edinburgh,  I 
proposed  a  means  of  safely  opening  up  the  cavity  of  the  cervix  and 
body  of  the  uterus  to  such  an  extent  as  might  enable  us  to  introduce 
a  finger  into  the  uterine  cavity  for  the  purpose  of  diagnosis  in  the 
treatment  of  this  (uterine  polypi)  and  other  morbid  conditions  of 
the  organ.  The  means  described  consisted  in  the  introduction  of 
sponge  tents  into  the  os  and  cavity  of  the  uterus,  so  as  gradually 
to  dilate  these  parts  to  the  degree  required."  This  suggestion  was 
then  looked  on  as  ^'  marking  the  commencement  of  a  new  era  in 
uterine  surgery."  It  is,  therefore,  not  a  little  interesting  to  find 
that  a  similar  method  of  dilating  the  os  uteri  was  well  known  and 
described  some  two  centuries  and  a  half  ago.  Thus,  in  ^'  The 
Method  of  Physic,  containing  the  causes,  signs,  and  cures  of  inward 
diseases  in  man's  body  from  the  head  to  the  foot,"  by  Philip 
Barrough,  and  '^most  humbly  dedicated  by  the  author  to  his 
singular  good  lord  and  master.  Lord  Burghley,"  the  eighth  edition 
of  which  was  published  in  1639,  the  writer,  speaking  of  the  treat- 
ment of  contraction  of  the  cervical  canal  and  os  uteri  giving  rise 
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to  mechanical  dysmenorrlioBa,  and  producing  sterility,  &c.,  in  tbe 
chapter  entitled  "Of  Straightness  of  the  Matrice,"  says: — "And 
when  the  places  do  seem  to  be  softer  to  the  feeling,  then  yon  must 
put  a  dry  sponge,  that  hath  a  cord  hanged  at  it,  into  the  straight 
place,  to  the  intent  to  make  it  wider,  which,  if  it  faU  out,  yoa  most 
put  in  another  that  is  thicker.  Therefore,  yos  must  have  many 
and  sundry  dry  sponges  ready."  This  ancient  gynaecologist  next 
refers  to  the  possibility  of  these  sponge  tents  producing  iniam- 
mation  in  the  mouth  or  neck  of  the  matrice,  and  discusses  its 
treatment,  after  which  he  continues — '^  When  the  inflammation  is 
ceased,  and  the  place  is  open,  annoint  upon  a  sponge  a  cerot  made 
of  oill  of  roses  and  goose  grease,  and  use  it  untill  it  be  healed, 
making  the  place  a  little  sounder ;  but  yet  you  must  alwaies  put  in 
sponges  untill  the  end  of  the  cure,  lest  that  the  mouth  of  the  womb 
do  gather  together  againe." 

This  coincidence  does  not  detract  from  the  merit  of  Sir  James 
Simpson,  to  whom  suffering  humanity,  as  well  as  medical  science^ 
owes  so  much  on  other  scores,  as  one  of  the  first  modern  gyn»co« 
logists  to  make  a  practical  application  of  tents  in  the  treatment  of 
a  condition  then  commonly  regarded  as  beyond  the  reach  of  curative 
treatment.  I  may,  however,  take  this  opportunity  of  observing 
that  the  number  of  such  coincidences  between  long-forgotten  ideas 
and  so-called  modem  medical  discoveries  is  far  greater  than  could 
be  readily  credited  by  those  who  share  in  that  illiterate  neglect  of 
the  lessons  to  be  gathered  from  the  experience  of  the  past,  as 
embodied  in  the  works  of  the  older  medical  writers,  and  in  that 
ignorant  contempt  for  their  opinions  and  observations  which  is, 
unfortunately,  too  prevalent  at  the  present  day. 

It  is  not  my  purpose  here  to  refer  in  detail  to  the  successive 
improvements  which  have  since  been  effected  in  the  methods  of 
carrying  out  the  gradual  dilatation  of  the  cervical  canal,  the  most 
important  of  which  were  due  to  the  late  Dr.  Sloan,  who  introduced 
the  use  of  laminaria  tents  as  a  substitute  for  the  old-fashioned 
and  now,  happily,  generally  disused  foetid  and  inefficient  sponge 
tents ;  and  to  Dr.  Kidd,  who  improved  on  Dr.  Sloan's  idea  by  the 
employment  of  a  number  of  laminaria  bougies  to  secure  a  com-* 
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parativelj  more  rapid  and  complete  expansion.  Fortunately,  we 
have  now  passed  beyond  the  period  of  gynaecological  practice  in 
which  these  more  slow,  painful,  and  often  hazardous  plans  of 
cervical  dilatation  were  the  only  methods  available.  No  greater 
improvement  has  occurred  in  our  branch  of  surgery  than  the 
replacement  of  these  oftentimes  unsatisfactory  procedures  by  the 
more  effective  means  now  at  our  disposal  for  the  rapid  ezpan« 
sion  of  this  canal.  Of  these,  perhaps,  the  best  known  and  most 
generally  employed  in  this  country  are  either  Hegar's  or  Lawson 
Tait's  dilators.  I  now  desire  to  call  your  attention  to  another 
instrument  which  I  have  designed  for  the  same  purpose,  and 
which,  I  venture  to  hope,  may  be  found  by  others,  as  it  has  by 
myself,  more  satisfactory  in  its  use  in  the  treatment  of  dysmenorrhoea 
and  sterility  occasioned  by  stenosis. 

This  instrament  will,  I  believe,  be  found  to  supply  a  want  long 
recognised  by  gynaecologists — namely,  that  of  a  reliable  and 
effective  means  of  securing  the  rapid  and  permanent  dilatation  of 
the  cervical  canal  in  the  treatment  of  stenosis  giving  rise  to  the 
morbid  conditions  now  under  consideration.  The  principles  on  which 
it  is  constructed  differ  from  that  of  other  dilators  in  several  respects, 
and,  above  all,  in  one  which  I  consider  most  important — viz.,  in 
producing  expansion  of  the  canal  from  within  outwards-»in  other 
words,  in  imitating  the  natural  process  of  expansion  from  the 
uterine  cavity  downwards  to  the  os  uteri ;  whereas  other  dilators, 
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such  as  Hegar's,  &c.,  act  in  the  opposite  direction*  In  my  own 
hands  the  utility  of  this  instrument,  the  expansion  effected  by  which 
may  be  determined  and  accurately  measured  by  the  affixed  index, 
has  been  fully  tested  in  a  large  number  of  cases  of  sterility  and 
dysmenorrhcca  in  hospital  and  private  practice.  I  may  add  that 
the  instrument,  which  does  not  occupy  more  room  than  the  ordinary 
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sound  when  introduced,  may  also  be  used  with  advantage  for  the 
dilatation  of  the  female  urethra  in  many  cases  in  which  this  pro* 
cedure  is  indicated.  This  instrument  has  been  carefully  made  in 
accordance  with  my  directions  by  Messrs.  Arnold  and  Sons,  West 
Smithfield,  London. 

Operative  Treatment  of  Cervical  Stenosis. — As  the  method  I  employ 
in  these  cases  differs  in  some  respects  from  that  generally  adopted, 
I  may  be  here  permitted  to  refer  briefly  to  its  details.  I  may 
observe  that  during  the  past  eleven  years  I  have  operated  on 
several  hundred  cases  of  stenosis,  and  within  the  last  year  I  thus 
successfully  treated  in  my  hospital  no  less  than  ninety-eight  such 
cases,  in  many  of  which  I  had  the  able  assistance  of  my  friend.  Dr. 
Duke,  Obstetric  Physician  to  Steevens'  Hospital. 

In  the  first  place,  I  would  advise  that  this  operation  should  be 
undertaken  about  a  week  after  the  termination  of  the  last  painful 
menstrual  period,  and  that  it  should  be  preceded  by  daily  hot  water 
syringing  for  some  days.  To  proceed  with  any  comfort  to  our- 
selves or  advantage  to  our  patient,  she  should  be  placed  under 
ether  or  mythelene,  and  adjusted  in  the  ordinary  left  lateral  semi- 
prone  position,  on  a  proper  gynaecological  couch  or  table.  Then, 
the  cervix  being  exposed  by  the  duck-bill  speculum,  the  anterior 
lip  is  seized  by  a  strong  vulsellum,  and  drawn  down  by  an 
assistant  as  close  to  the  vulva  as  possible,  where  it  is  to  be  retained 
Next  the  sound  should  be  passed  to  ascertain  the  position  of  the 
uterus,  as  well  as  the  immediate  permeability  of  the  canal.  Then 
the  metrotome  (and  I  myself  much  prefer  Simpson's  original 
instrument  to  any  of  its  modifications)  should  be  introduced  well 
into  the  uterine  cavity,  and,  being  expanded  to  whatever  extent 
may  be  deemed  necessary  in  each  case,  should  be  withdrawn 
so  as  to  divide  the  cervix  freely  in  a  transverse  direction  from 
the  08  internum  to  the  outer  orifice  of  the  passage.  It  should  be 
again  introduced,  and  the  same  procedure  repeated  downwards, 
and  again  in  an  an tero- posterior  direction.  The  uterine  cavity 
should  now  be  syringed  out  with  hot  water  (temp.  100^),  so  as 
to  wash  away  all  clots  and  arrest  any  hsemorrhage,  then  I  introduce 
the  dilator  already  described,  and,  expanding  this  to  its  full  extent, 
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I  allow  it  to  remain  for  a  few  moments,  and  then  withdraw  the 
instrument,  with  blades  apart,  so  as  to  tear  asunder  and  distend  the 
cut  surfaces  until  I  can  pass  my  index  into  the  uterine  cavity.  In  this 
way  any  probability  of  either  hemorrhage  or  of  subsequent  re-union 
of  the  divided  parts  is  effectually  provided  against.  Lastly,  I  intro- 
duce a  tampon  of  Lawton's  cotton  saturated  in  glycerine  of  carbolic 
acid,  which  is  left  in  situ  for  some  days  so  as  to  fill  and  distend  the 
passage  from  the  uterine  cavity  to  the  os  externum.  The  introduction 
of  this  may  be  found  by  no  means  an  easy  matter  by  the  uninitiated, 
and  can  best  be  effected  by  the  employment  of  the  sliding  repositor. 

After  the  operation  the  patient  must  be  kept  in  bed  on  low  diet, 
and  syringed  daily  with  hot  water  for  eight  or  ten  days,  any  pain 
being  meanwhile  treated  by  opiates  and  poultices.  After  this 
period  a  flexible  tube  or  uterine  stem  pessary  is  introduced,  which 
should  be  worn  for  another  month,  and  then,  and  not  sooner,  the 
patient  may  resume  marital  life  with  a  fair  probability  of  sub- 
sequent impregnation,  and  almost  absolute  certainty  of  immunity 
from  any  recurrence  of  dysn^enorrhoea. 

With  regard  to  the  results  of  this  operation,  my  experience  has 
been  most  satisfactory  in  the  curative  treatment  of  a  large  propor- 
tion of  the  cases  of  sterility  and  obstructive  dysmenorrhoea  that 
have  come  under  my  observation.  This  result  I  ascribe  mainly  to 
the  thoroughness  with  which  I  carry  out  the  dilatation  and  disrup- 
tion of  the  contracted  passage  in  the  cases  referred  to.  And  as  I 
have  been  reproached  by  some  more  timid  practitioners  with  what 
they  regard  as  the  rashness  or  boldness  of  my  practice  in  this 
respect,  I  may  here  venture  to  add  that  when  cautiously,  albeit 
boldly,  carried  out,  in  appropriate  cases  and  by  expert  hands,  no 
ill  results  need  attend  the  operation  in  question,  and  I  myself  have 
had  no  such  reason  to  regret  its  performance.  In  only  two  cases 
have  I  seen  any  serious  haemorrhage  after  it.  Nor  have  I  found 
it  necessary  to  plug  the  vagina  in  such  cases,  as  I  have  seen  done 
by  some  practitioners,  to  the  great  discomfort  of  the  patient.  In 
only  as  many  instances  has  any  inflammatory  symptoms  or  oellu- 
litis  followed  its  performance,  and  in  both  these  cases  the  operation 
had  been  performed  by  other  gynaecologists  previously. 
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Besides  cervical  stenosis  there  are  other  causes  of  obstmctive 
dysmenorrhoea  and  sterility  which  must  also  be  considered  in 
this  connection.  Of  these,  perhaps  the  most  frequent  and  most 
important  is  vaginismus.  As,  however,  I  have  discussed  the 
pathology  and  treatment  of  this  condition  in  a  previous  paper,  I 
need  here  only  briefly  refer  to  those  points  which  l)ear  roost 
directly  on  the  subject  of  the  present  communication. 

Excessive  sensibility  of  the  vaginal  orifice  and  adjacent  parts, 
more  especially  when  associated  with  such  spasmodic  contraction 
of  the  sphincter  vaginas  as  to  form  an  impediment  to  marital  inter- 
course, or  dyspareunia,  occasionally  becomes  a  matter  of  consi- 
derable gynaecological  interest  in  connection  with  the  treatment 
of  sterility.  In  such  cases  the  hyperaesthetic  condition  of  the 
vaginal  outlet  is  evinced  even  on  the  slightest  attempt  at  local 
examination,  and  is  most  marked  about  the  meatus  urinarius, 
and  in  the  vicinity  of  the  orifice  of  the  vulvo-vaginal  glands  and 
fourchette,  whence  the  hymen,  if  existent,  projects  upwards. 

With  regard  to  the  pathology  of  vaginismus,  there  are  almost  as 
many  divergent  views  as  there  have  been  writers  on  the  subject 
For  my  own  part  I  think  the  most  rational  explanation  of  these 
symptoms  may  generally  be  found  in  the  hysterical  temperament 
of  the  majority  of  those  thus  affected,  although  in  some  cases  there 
is  also  present  an  abnormal  condition  of  the  pudic  nerve,  one 
branch  of  which  runs  along  with  the  artery  to  the  clitoris,  whilst 
the  other,  or  superficial  perinatal  nerve^  is  distributed  to  the 
perinasum  and  labia,  in  which  its  terminal  branches  ratify  freely. 
This  fact  in  the  aaiiology  of  the  disease  is  one  the  practical  import- 
ance of  which  will  be  seen  in  connection  with  the  treatment  of 
vaginismus. 

Treatment, — ^It  was  long  since  said  by  Dr.  Marion  Sims  that 
there  is  '*  no  disease  capable  of  producing  so  much  unhappiness  to 
both  parties  of  the  marriage  contract."  I  regret  to  say  that  in  my  own 
experience  in  some  instances  I  have  found  no  little  difficulty  in  dealing 
with  extreme  cases  of  this  kind  by  any  of  the  plans  of  treatment 
generally  recommended.  As  a  rule,  in  the  treatment  of  such  cases 
very  undue  importance  is  given  to  local  operative  measures,  whilst 
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the  constitutioaal  treatment  which  is  invariably  necessary  in  all 
instances  of  well-marked  yaginismus  is  too  generally  neglected.  For 
whilst  excision  of  the  hymen,  division  of  the  padic  nerve,  destruc- 
tion of  erythematoas  and  serpiginous  patches,  dissections  out  of 
neuromata,  &c.,  may  each  be  indispensable  in  certain  cases,  in 
quite  as  many  they  are  unnecessary.  And,  from  my  own  clinical 
experience,  I  can  vouch  for  the  possibility  in  some  cases  of 
relieving  the  most  intense  dyspareunia  resulting  from  this  cause, 
so  as  to  enable  the  patient  to  ful61  all  her  duties  as  a  wife  and 
eventually  as  a  mother,  without  any  operation  beyond  the  forcible 
mechanical  expansion  of  the  vaginal  canal.  Before  resorting 
even  to  this  expedient  we  should,  in  the  first  place,  employ  the 
sedative  treatment,  local  and  general,  which  is  indicated  in  all 
other  nervous  or  hysterial  disorders,  and  which,  as  I  believe,  is 
essential  in  nine-tenths  of  the  cases  of  vaginismus  that  come  before 
us,  whilst  in  only  one-tenth  of  them  is  any  surgical  or  operative 
measure  necessary. 

Amongst  the  topical  palliatiye  remedies  that  may,  conjointly 
with  the  constitutional  nerve  sedatives  just  referred  to,  be  em- 
ployed in  these  cases,  are  warm  baths  and  vaginal  irrigations,  local 
application  of  solution  of  hydrochlorate  of  cocain  or  of  glycerine 
of  carbolic  acid,  or  the  introduction  of  suppositories  of  cocain 
and  belladonna.  When  such  palliative  measures  have  been  fairly 
tried  without  advantage,  we  may  then  resort  to  mechanical  dila- 
tation of  the  vaginal  orifice  and  stretching  of  the  pudic  nerve. 
For  this  purpose,  having  first  fully  etherised  the  patient,  a 
large-sized  Graily-Hewitt  bivalve  speculum  should  be  introduced 
and  expanded  to  its  fullest  extent.  Then  a  tampon  of  absorbent 
lotion  large  enough  to  fill  the  speculum  should  be  soaked  in 
glycerine  and  passed  up  to  the  cervix,  its  lower  end  projecting 
through  the  external  opening  of  the  instrument.  This,  still 
fully  expanded,  should  then  be  forcibly  drawn  out,  leaving  the 
central  tampon  behind  in  the  vagina.  It  need  hardly  be  observed 
that  this  procedure  occasions  severe  pain.  At  the  same  time, 
however,  it  as  certainly  tears  through  some  of  the  superficial 
submucous  muscular  fibres  of  the  affected  part,  as  well  as  effec- 
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iually  stretches  the  terminal  vaginal  branches  of  the  pudic  nerve, 
and  thus  affords  a  gener^lj  efficient  and  safe  method  of  over' 
coming  the  spasmodic  contraction  with  which  we  have  to  deal  in 
cases  of  vaginismus.  Any  subsequent  contraction  or  hoemorrhagt 
that  may  follow  this  procedure  is  sufficiently  met  by  the  tampon, 
which  may  be  retained  for  at  least  twenty-four  hours  ;  and  after 
some  days,  should  there  be  still  a  continuance  of  vaginismus,  th^ 
same  method  of  treatment  may  be  again  repeated. 

In  some  cases,  however,  this  m<3thod  of  treatment  does  not 
suffice,  and  we  must  then  resort  to  either  £mroet*s  or  to  Sims*^ 
operation  for  vaginismus.  In  some  instances  I  have  found  the 
haemorrhage  following  these  oper^ttions  sufficiently  serious,  and  in 
one  of  these  I  had  to  thank  my  friend  Dr.  Home,  our  Hon. 
Secretary,  who  was  called  in  in  my  absence,  for  the  arrest  of  very 
alarming  loss  of  blood,  occurring  some  hours  after  the  opera- 
tion,  in  the  case  of  a  young  lady  on  whom  I  performed  Sims's 
operation. 

It  should  here  be  observed  that  even  in  cases  of  vaginismus 
so  extreme  as  to  effectually  prevent  complete  marital  intercourse, 
the  disease  is  not  necessarily  an  absolute  barrier  to  impregnation. 
In  one  instance  of  this  kind  that  came  under  my  observation  some 
years  ago,  so  extreme  was  the  local  hypersesthesia  as  hot  only  to 
preclude  the  probability  of  complete  cohabitation,  but  also  to  pre* 
vent  the  patient's  submitting  to  any  local  treatment  for  the  relief 
of  the  morbid  condition..  Nevertheless  conception  occurred,  and  I 
subsequently  was  called  in  to  deliver  her  at  full  term,  and  in  doing 
so  was  obliged  to  incise  the  still  unruptured  hymen,  by  which  deli- 
very was  obstructed. 

Obstructive  Dysmenorrhoea  and  Sterility  from  Vaginal  Occlusion,^^ 
Amongst  the  causes  of  the  morbid  conditions  under  consideration 
some  reference  must  be  here  made  to  occlusion  of  the  vaginal  pas« 
sage  whether  by  congenital  malformations,  or,  as  more  frequently- 
met  with  in  gynecological  practice,  from  cicatricial  adhesions  the 
result  of  disease  or  accident  With  regard  to  the  latter,  although 
I  have  met  with  them  in  several  instances,  our  clinical  experi- 
ence of  retained  menstruation,  dispareunia,  and  impeded  delivery 
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conseqaent  on  post*partain  adhesions  of  the  vaginal  walls,  is 
fortunately  more  limited  than  must  have  heen  the  case  in  the 
practice  of  our  professional  predecessors,  in  those  good  old  dajs 
when  the  second  stage  of  labour  was  allowed  to  run  on  until  the 
vital  powers  were  all  but  completely  exhausted,  before  instrumental 
assistance  was  afforded  in  cases  of  difficult  parturition.  Never- 
theless, such  cases  are  still  occasionally  met  with. 

Of  somewhat  greater  frequency  in  the  causation  of  this  condition 
in  modem  practice  is  the  opposite  error.  In  other  words,  the 
integrity  of  the  vaginal  canal  is  now  more  likely  to  be  injured  by 
the  application  of  the  forceps,  before  the  sufficient  natural  dilata- 
tion of  the  passage,  or  by  the  misdirected  force  or  undue  haste 
with  which  instrumental  delivery  may  be  effected  by  injudicious 
practitioners. 

Another  occasional  source  of  cicatricial  obstruction  or  oblitera- 
tion of  the  vagina  is  the  abuse  of  escharotics  or  instruments 
intended  for  the  treatment  of  uterine  disease.  It  may  also 
possibly  result  from  syphilitic  disease  as  well  as  from  phagedsenic 
ulceration  or  direct  injuries  to  the  vulvo-vaginal  orifice. 

In  the  first  volume  of  the  Transactions  of  this  Academy  I  have 
referred  to  cases  of  vaginal  occlusion,  and  I  regret  that  time  prevents 
my  now  dwelling  further  on  this  subject,  as  such  cases  appear  to 
me  of  much  interest,  not  only  from  their  comparative  infrequeney, 
but  still  more  from  the  possibility  of  this  condition  being  an 
occasioiial  cause  of  meu«trual  retention  and  an  obstacle  to  impreg- 
nation or  parturition.  Moreover,  they  would  serve  to  Illustrate 
the  special  risk  attending  the  surgical  treatment  of  cicatricial 
vaginal  obstructions.  The  latter  point  is  one  which  should  never 
be  lost  sight  of  in  such  cases.  It  was  demonstrated  by  a  distin- 
guished Irish  obstetrician,  the  late  Dr.  Every  Kennedy,  in  The 
Dublin  Quarterli/  Journal  many  years  ago,  that  the  treatment  of 
vaginal  occlusion  is  by  no  means  as  safe  as  it  is  facile.  This 
observation  has  been  corroborated  by  more  recent  writers,  and 
amongst  others  by  MM.  Bemutz  and  Goupil,  who  have  shown 
conclusively  the  risk  of  dividing  these  obstructions  or  adhesions 
by  any  cutting  instrument,  and  the  comparative  safety  of  digital 
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separation — ^the  mortality  following  the  use  of  the  knife  aa  com- 
pared with  the  Burgeon's  finger  in  such  cases  being  almost  as  three 
to  one. 

Chronic  Endo-cervicitis  as  a  Cause  of  Sterility, — ^Lastly,  we  must 
here  refer  to  another  and  much  more  frequent  factor  in  the  causa- 
tion of  obstructive  sterility  and  dysmenorrhosa,  namely,  what  was 
formerly  termed  chronic  inflammation,  and  since  more  properly  desig- 
nated areolar  hyperplasia,  of  the  cervix  uteri.  A  brief  glance  at  the 
pathology  of  this  condition  will  show  its  importance  in  relation  to 
the  study  of  sterility.  Suffice  it  to  say  that  the  theory  by  which 
this  disease  was  for  many  years  ascribed  to  idiopathic  inflammation, 
leading  to  ulceration  of  the  cervix  uteri,  has  been  long  since 
abandoned,  except  by  its  author,  and  that  it  is  now  as  generally 
regarded  as  the  result  of  passive  congestion,  or  hyperemia,  com- 
mencing in  the  cervical  mucous  membrane,  the  ciliated  epithelium 
of  which  is  thus  primarily  tumefied  and  softened,  whilst  later  on 
the  whole  tract  of  the  endo-uterine  mucous  membrane  becomes 
disintegrated  and  hypertrophied.  After  a  little  time  this  hyper- 
plasia extends  to  the  subjacent  muscular  structures  of  the  uterus 
generally,  and  gives  rise  therein  to  those  sero-plastic  exudations 
and  infiltrations  by  which  the  affected  parts  are  at  first  mechani- 
cally distended  and  thickened.  As  the  disease  goes  on  these  plastic 
exudations  becoming  organised  eventuate  in  new  connective  tissue, 
or  true  congestive  hypertrophy,  or  areolar  hyperplasia  of  the  uterus. 
At  the  same  time  follicular  degeneration  of  the  hypertrophied 
cervical  glands  occurs,  and  in  their  subsequent  proliferation  in 
■most  instances  may  be  found  the  explanation  of  the  conditions 
formerly  regarded  as  the  result  of  ulceration  of  the  cervix  uteri. 
The  structural  differences  between  the  endo-uterine  and  endo- 
cervical  mucous  membrane  are  also  of  direct  interest  in  this 
connection,  explaining  to  some  extent  the  greater  proneness  of  the 
latter  to  hyperemia,  and  the  greater  probability  of  this  condition 
in  the  former  being  more  immediately  communicated  to  the  under- 
lying parenchyma.  For  whilst  the  ciliate  membrane  lining  the 
cavity  of  the  uterus  is  directly  superimposed  on  the  muscular 
substance,  without  the  intervention  of  any  sub-mucous  layer,  and 
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has  numerous  utricular  glands,  separated  merely  by  prolongations 
of  the  uterine  muscular  fibre,  the  endo-cervical  mucous  membrane, 
on  the  contrary,  rests  on  a  sub-mucous  layer,  and  is  arranged  in 
numerous  folds  branching  off  on  either  side  from  the  central  ridge, 
and  thus  presenting  the  appearance  known  as  the  arbor-viia*  This 
membrane  is  lined  with  ciliated  epithelium,  and  interposed  between 
its  folds  are  countless  racemose  gland»  or  Nabothian  follicles 
opening  between  the  ridges  of  the  arbor-vitas,  and  under  diseased 
conditions  pouring  out  that  viscid,  white-of-egg-like  secretion  so 
generally  found  blocking  the  os  uteri  and  cervical  eanal  in  gynie- 
cological  examinations. 

In  such  cases  the  functions  of  the  uterus  are  invariably  disturbed. 
The  menses  are  abnormal ;  generally  they  are  attended  by  severe 
pain ;  in  some  instances  they  are  diminished,  but  more  commonly, 
menorrhagia  as  well  as  dysmenorrhoea  results  from  the  local  con- 
gestion and  irritation ;  and  in  a  large  proportion  of  cases  of  this 
kind  I  have  observed  that  the  abnormal  menstruation  recurred 
every  third  week,  and  lasted  for  six  or  seven  days,  whilst  in  the 
interval  the  patient  was  further  weakened  by  the  leucorrhooal  dis- 
charge already  spoken  of. 

Sterility  almost  always  accompanies  this  disease,  and  as-  long  aa 
it  exists  to  any  serious  extent  the  patient  must  remain  barren. 
This  fact,  which  I  regard  as  of  great  practical  importance,  is  too 
generally  ignored  in  practice.  I  have  known  instances  in  which 
patients  were  subjected  to  active  surgical  treatment  to  overcome 
a  supposed  mechanical  obstacle  to  impregnation,  and  who  never- 
theless remained  childless,  no  attention  having  been  paid  to  the 
existence  of  chronic  uterine  congestion,  on  the  subsequent  cure  of 
which  pregnancy  has  followed. 

Ovarian  and  tubal  inflammation,  manifested  by  soreness,  tume- 
faction, and  occasionally  burning  pain  in  the  ovarian  region,  is  one 
of  the  most  frequent  consequences  and  accompaniments  of  uterine 
hypertemia.  In  these  cases  the  disease  extends  from  the  uterus, 
along  the  Fallopian  tubes  to  the  ovaries,  and  this  to  a  great  extent 
accounts  for  the  fact  I  have  just  mentioned,  that  patients  suffering 
from  endo-metritis  or  endo-cervicitis,  are  sterile  for  the  time  being. 
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Were  it  not  that  I  have  already  possiblj  exceeded  the  preseribed 
limita  of  time  here  allowed  to  readers  of  papers^  I  should  have 
wished  to  state  my  experience  with  regard  to  the  treatment  of 
cases  of  sterility  and  obstructiTO  dysmenorrhooa  due,  as  is  so  often 
the  ease,  to  uterine  flexions  and  displacements,  or  to  fallopian  tubal 
or  OTarian  causes,  to  which  latter  very  great  importance  should  be 
assigned  in  this  connecti(m,  as  well  as  to  those  just  referred  to.    I 
must,  howerer,  rest  content,  for  the  present  at  least^-as  I  hope  to 
be  allowed  to  return  to  this  important  subject  on  some  future 
occasion-^with  having,  in  the  foregoing  communication,  described 
the  method  which  I  have  found  most  successful  in  a  large  propor- 
tion of  the  numerous  cases  of  barrenness  and  painful  menstruation 
which  haye  come  under  my  care  in  the  gynaecological  department 
of  my  hospital  and  in  private  practice  during  the  last  few  years. 
Moreover,  I  have  also  pointed  out  more  briefly  the  principles 
which  I  believe  should  guide  our  treatment  in  the  other  forms  of 
the  complaints  alluded  to.     I  trust  that  the  Academy  will  pardon 
the  length  at  which  I  have  thus  trespassed  on  their  attention,  and 
by  the  free  discussion  of  the  views  I  have  now  submitted,  aid 
other  practitioners  in  the  curative  treatment  of  a  class  of  cases 
second  to  none  in  their  importance  and  f  i*eqnency. 


NOTES  ON   SOME  CASES  OF  ABDOMINAL 

SECTION. 

By  ROBERT  O'CALLAGHAN,  F.RC.S. ; 

Surgeon  to  ihe  Carlow  Ooimty  Infirmary. 

[Read  in  the  Section  of  Obstetrics,  March  16,  1888.] 

I  HOPE  that  the  following  brief  notes  of  some  cases  which  I  have 
had  under  my  care  during  the  past  twelve  months  may  prove 
interesting  to  this  Section. 

Case  I. — ^Mary  C. — ^Pyosalpinx.  Date  of  operation,  March,  1887. 
Age,  twenty-six ;  married  two  years ;  no  children ;  one  miscarriage 
nine  months  after  marriage.  Since  that  date  she  never  regained 
her  strength ;  menstruation  beca,me  profuse  and  fortnightly.  Ten 
months  ago  attacked  with  severe  pain  in  left  ovarian  region,  with 
vaginal  discharge  and  great  pain  on  micturition.  . (''There  was  a 
distinct  history  of  gonorrhoea  at  this  period,  which  was  conveyed 
by  the  husband.")  Active  treatment  at  the  time  gave  some  relief ; 
she  became  more  or  less  bedridden,  and  had  periodic  discharges  of 
''  stinking  corruption ''  per  vaginam.  When  asked  to  see  her,  she 
presented  the  appearance  of  a  woman  very  emaciated,  from  con- 
tinued suffering  and  suppurative  disease ;  pale  thin  face,  with  bright 
malar  flush.  On  bimanual  examination  a  large  cyst  was  felt  high 
up  and  to  the  left  of  the  uterus;  but  between  it  a  hard  mass, 
thought  to  be  fibroid,  was  felt.  On  explaining  the  nature  of  the 
case  to  her  friends,  I  had  in  consultation  my  friend,  Dr.  William 
Smylj;  we  decided  to  operate  at  once.  On  opening  the  abdomen 
I  found  a  large  tube  on  the  point  of  ruptare,  and  also  a  tumour 
growing  from  the  lateral  wall  of  uterus  and  filling  out  the  whole  of 
the  broad  ligament.  The  tube  and  ovary  were  bound  down  so 
fiimly  by  adhesions  that  I  only  aspirated  the  tube  and  washed  it 
out  with  a- 1  in  20  solution  of  carbolic  acid ;  the  fluid  cleared  the 
tube  and  passed  through  uterus  and  vagina.  I  closed  wound  with- 
out a  drain ;  it  healed  by  first  intention.  In  three  weeks  she  left 
her  bed,  and  said  she  felt  as  well  as  ever  she  did  in  her  life.     I 
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saw  her  three  months  after;  the  tumour  was  much  larger  and 
nodulated,  and  she  died  in  ten  months  from  date  of  operation  from 
undoubted  malignant  disease.  She  repeatedly  asked  me  to  operate 
again,  having  had  such  comfort  after  the  operation. 

Case  II. — Sarah  B.  April,  1887.  Fibro-sarcoma.  Age,  seven- 
teen, single.  Previous  history  good.  Family  history  good.  Never 
menstruated.  Illness  traced  by  her  to  slipping  on  ice  while  carry- 
ing water,  when  '^  she  felt  as  if  something  had  given  way  inside 
her ''  in  the  place  the  tumour  was  now  to  be  felt.  This  was  six 
months  previously.  "  Tumour,  when  first  felt  by  her,  was  about  the 
size  of  an  egg ;"  grew  slowly  until  a  month  ago,  when  it  began  to 
grow  large  rapidly. 

Examination  revealed  a  large  nodulated  tumour  in  the  right 
iliac  region,  free  from  the  uterus,  movable  anteriorly  but  attached 
posteriorly.  On  opening  the  abdomen  I  found  a  large  nodulated 
growth  attached  to  the  outer  margin  of  the  broad  ligament ;  this  I 
enucleated.  Hsemorrhage  at  the  time  being  brisk,  but  the  capsule 
not  being  very  dense,  I  was  able  to  shell  it  out  quickly ;  tied  the 
bleeding  bed  of  tumour  in  one  large  ligature  (pedicle  silk),  excised 
the  remainder  above  ligature,  washed  out  the  peritoneum,  put  in  a 
drain;  wound  healed  rapidly;  removed  drain  on  third  day,  and 
patient  had  not  a  bad  symptom  throughout.  Tumour  weighed 
3  lbs. 

Case  III. — Catherine  L.  November,  1887.  Cancer  of  perito- 
neum and  ovarian  tumours.  Age,  fifty-two ;  married ;  four  chil- 
dren, all  living — ^youngest  eleven  years.  Previous  and  family 
history  good.  She  had  been  a  very  strong  woman  up  to  meno- 
pause three  years  ago.  She  noticed  a  year  ago  that  she  was  larger 
in  the  left  iliac  region,  and  did  not  seek  advice  until  the  tumour 
had  grown  so  large  as  to  cause  great  discomfort— dyspnoea,  consti- 
pation. She  then  consulted  a  medical  man,  and  was  treated  for 
ascites  by  giving  violent  purgatives  and  diuretics,  which,  I  need 
hardly  add,  made  her  case  an  unfavourable  one  for  operative 
interference.  However,  after  explaining  to  her  family  my  view  of 
the  case,  at  her  earnest  request  I  decided  to  operate,  and,  to  my 
great  delight,  found  my  diagnosis  correct.  On  introducing  the 
trocar  (Tait's)  a  thick  gelatinous  fluid  oozed  out  very  slowly.  I 
emptied  out  the  cyst,  passed  my  finger  down  to  pedicle,  found  it 
clear  of  malignant  growth;  but  on  trying  to  separate  adhesions 
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above  I  found  the  top  of  the  cjst  (which  filled  the  whole  abdomen) 
adherent  to  the  peritoneum,  and  the  part  ao  adherent  a  sago-like 
mass.  On  trying  to  separate  this  I  found  the  cyst  wall  broke 
away  like  wet  blotting-paper^  and  the  peritoneum  about  it  was 
studded  with  hard  ivory-like  nodules,  so  well  described  by  Sir 
Spencer  Wells  in  his  remarks  on  cancer  of  the  peritoneum. 
There  was  little  or  no  haemorrhage.  I  ligatured  the  pedicle,  as 
taught  by  Mr.  Lawson  Tait,  and  removed  cyst ;  on  so  doing  found 
a  smaller  cyst  full  of  clear  fluid,  which  I  also  removed  ;  then 
washed  out  the  abdominal  cavity  with  tepid  water  from  the  tap 
until  it  flowed  out  clear.  I  was  obliged  to  leave  the  upper  and 
anterior  portion  of  cyst  adherent,  as  I  found  it  impossible  to  strip 
it.  Wound  seemed  to  heal  by  first  intention,  but  patient  sank 
from  exhaustion  in  sixty  hours. 

There  was  nothing  in  this  case  to  point  to  malignant  disease ; 
no  glandular  enlargement;  abdomen,  on  palpation,  was  perfectly 
even.  Had  I  seen  her  three  months  previously  I  am  certain  £ 
would  not  have  to  record  her  death,  as  it  was  quite  evident  that 
the  malignant  disease  was  secondary  in  the  tumour,  and  of  very 
recent  date. 

Case  IV. — ^A.  F.  Dec.  1887.  Parovarian  cyst.  Age,  thirty, 
single.  Menstruation  regular.  Previous  and  family  history  not 
good.  Sent  to  me  as  a  case  of  ascites.  No  albuminuria  or 
symptoms  indicating  hepatic  mischief.  Slight  swelling  giving  no 
inconvenience;  commenced  six  months  ago  in  left  iliac  region, 
extending  rapidly  over  abdomen  during  the  past  two  months; 
although  much  distended,  there  was  not  great  discomfort,  all  the 
symptoms  pointing  to  ovarian  dropsy.  I  opened  the  abdomen  and 
found  a  large  cyst  with  no  adhesions ;  a  slight  pedicle,  long  and 
thin,  which  I  tied  with  Mr.  Tait's  knot  in  Chinese  silk.  The 
incision  was  only  two  inches  in  this  case ;  wound  healed  by  first 
intention,  and  temperature  normal  throughout. 

Case  Y. — Mary  G.  Strangulated  umbilical  hernia,  with  radical 
cure.  Age,  fifty-five,  married ;  weight,  seventeen  stone.  Old  hernia 
was  strangulated  thirty-six  hours ;  when  I  saw  her,  symptoms  very 
urgent.  I  did  a  laparotomy  in  this  case,  twisting  and  tying  the 
sac,  with  a  gratifying  result  I  only  mention  this  case  inciden- 
tally, as  I  intend  reading  a  special  paper  on  this  case  at  a  future 
date. 
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Remarks.  — With  the  exception  of  the  first  case,  when  I  had  the 
valuable  advice  and  assistance  of  my  friend,  Dr.  William  Smylj,  I ' 
had  no  further  aid  than  that  of  my  efficient  Lady  Superintendent. 
Dr.  W.  O'Meara  gave  ether  in  three  cases  and  Surgeon  D.  M. 
0*Callaghan,  A.M.S.,  in  the  others ;  so  that  in  the  Provinces  one 
labours  under  some  disadvantage;  for  you  who  have  had  any 
experience  of  abdominal  surgery  know  well  that  you  may  meet 
with  many  complications  not  bargained  for  when  you  open  an 
abdomen,  and  under  such  circumstances  you  would  feel  some  com- 
fort with  one  or  two  experienced  colleagues  by  your  side.  But 
again,  I  have  the  advantages  over  you  in  the  city,  of  pure  country 
air,  few  spectators,  and  private  wards ;  these,  with  skilful  nursing, 
being  great  features  in  the  success  of  such  cases. 

I  used  pure  water  from  the  tap  for  ablution,  with  Alembroth 
gauze  and  wool  dressing.  I  am  sure  you  will  agree  with  me  that 
this  brief  history  of  these  few  cases  helps  to  prove  the  utter  non- 
sense we  were  taught  with  regard  to  the  sacred  precincts  of  the 
abdomen,  and  that  with  absolute  cleanliness  and  dry  dressing,  in 
my  experience  true  antiseptic  surgery,  the  surgeon,  provided  he 
has  special  knowledge  of  the  work,  with  the  essential  surroundings 
h,eretofore  alluded  to,  can  explore  the  abdomen  for  diagnosis,  or 
for  removal  of  disease,  from  which  a  few  years  ago  many  valuable 
lives  were  lost  through  uncertainty  of  diagnosis,  or  from  feaf*  of 
surgical  interference.  This  state  of  things,  I  am  happy  to  say,  is 
now  of  the  past,  thanks  to  the  brilliant  results  which  have  been 
achieved  in  abdominal  surgery  by  Mr.  Lawson  Tait,  who  has 
opened  a  new  era  in  surgery,  and  enabled  us  to  hold  out  hope  of 
relief  to  many  suffering  mortals,  if  not  total  immunity  from  their 
affliction. 


NEW  OPERATION  FOR  REPAIR  OF  LACERATED 

PERINEUM. 

Br  ALEXANDER  DUKE,  F.K.Q.C.P. ; 

ObatQiric  FhyBiciui  to  Steeyens'  Hospital ;  Ex-Aiiigtant  MMter  of  the 

Botunda  Hospital 

[Bead  in  the  Section  of  Obstetrics,  April,  1888.] 

I  WISH  to  bring  before  the  notice  of  my  gynaecological  brethren  an 
operation  I  have  designed  for  the  restoration  of  a  lacerated  perineum, 
which  is  easy  of  performance,  and  which  will,  when  properly  executed, 
form  a  good  perineal  floor,  and  I  might  almost  say  practically  a 
new  perineal  body.  The  patient  having  been  prepared  by  the  usual 
preliminary  steps  required  for  the  old  operation,  when  under  the 
influence  of  an  anaesthetic  is  placed  either  in  the  lithotomy  or  Sims*s 
position,  the  left  index  finger  being  introduced  almost  its  entire 
length  into  the  rectum,  a  long  straight  double-edged  bistoury  is 
made  to  pierce  the  tbsues  in  front  of  tbe  anus  at  right  angles  to 
the  yulva ;  and,  guided  by  the  finger  in  the  rectum,  is  made  to 
penetrate  the  septum  for  2^  inches  upwards,  the  incision  being  en- 
larged laterally  to  two  inches  at  least  as  the  knife  is  withdrawn. 

On  the  two  points  of  incision  being  pressed  together  from  side  to 
side  a  lozenge-shaped  opening  appears,  and  when  all  the  sutures  re- 
quired have  been  introduced  and  are  properly  adjusted  and  approxi- 
mated, the  two  cut  surfaces  are  brought  into  direct  apposition. 

The  sutures  are  introduced  by  a  strong  sickle-shaped  needle  with 
eye  in  point  mounted  on  handle,  strong  silver  wire  being  the  suture 
preferred.  The  needle  is  introduced  at  centre  of  skin  incision  below 
and  guided  by  the  finger  in  rectum,  is  made  to  travel  over  cut  surface 
to  its  full  extent  above,  describing  the  arc  of  a  circle,  and,  on  the 
point  of  needle  appearing  directly  opposite,  it  is  threaded  with  suture 
and  drawn  through. 

On  the  ends  of  this  suture  being  pulled  together  by  the  fingers  a 
good  idea  can  be  formed  of  how  many  additional  stitches  may  be 
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required.  When  all  considered  necessary  have  been  introduced  and 
approximated,  a  finger  of  each  hand  passed  into  rectum  and  vagina 
will  at  once  recognise  the  gain  in  thickness  of  septum,  the  external 
tissue  being  pushed  fully  an  inch  forwards  from  anus,  and  forming 
a  thick  and  solid  perineal  body. 

The  incision  being  a  deep  one,  on  union  taking  place  between  the 
raw  surfaces  a  considerable  depth  of  support  must  be  afforded  where 
a  pessary  is  required,  or  where  there  is  much  tendency  of  the  uterus 
or  vaginal  walls  to  prolapse.  My  experience  of  the  operation, 
although  up  to  the  present  limited,  has  satisfied  me  with  the  results, 
and,  there  being  no  loss  of  tissue  whatever,  should  the  operation  fail 
it  cannot  add  any  difiiculty  to  a  subsequent  one. 

If  some  gynaecologists  possessed  of  larger  opportunities  will  give 
the  operation  a  trial  I  shall  not  be  afraid  of  the  result. 

Even  should  the  perinaeum  be  lacerated  to  very  verge  of  anus 
what  I  describe  can  be  done.  I  find  that  leaving  the  sutures  for 
only  three  days  is  best,  but  if  I  fear  the  union  is  not  strong  I  cut 
the  wire  leaving  it  in  situ  for  a  day  or  two  longer,  thus  affording 
some  support  and  relieving  the  strain  on  the  edge  of  suture  holes, 
and  I  also  support  the  parts  by  long  strips  of  adhesive  plaster  carried 
from  hip  to  hip  over  new  perinaeum. 

The  wire  should  be  stout  silver  wire  and  not  too  tightly  twisted. 
My  friend  Dr.  More  Madden  has  kindly  given  my  operation  a  fair 
trial,  and  he  is  much  pleased  with  the  results,  especially  in  one  of  his 
cases  where  the  old  operation  of  denuding  the  surfaces  had  been  tried 
previously  and  failed  owing  to  the  patient's  poor  state  of  health  and 
want  of  healing  power.  The  advantages  of  my  operation  are  briefly 
these  :— 

1.  The  simplest  of  performance  as  yet  proposed.  No  danger  of 
haemorrhage,  the  surfaces  being  brought  together  at  once ;  wound 
dry  and  clean. 

2.  No  danger  of  sepsis  as  the  incision  is  not  open  for  the  admission 
of  any  discharge  from  either  vagina  or  rectum  during  healing 
process. 

3.  No  loss  of  tissue,  and  consequently  no  harm  done  should  the 
operation  fail. 


THE  MANAGEMENT  OF  THE  PERINJEUM 

DURING  DELIVERY. 

By  J.  RUTHERFOORD  KIRKPATRICK,  M.D.,  Dubl. ; 

F.K.Q.C  J". ; 

Obstetric  Physician  to  Sir  Pstriok  Don's  Hospital 
[Read  in  the  Section  of  Obstetrics,  April,  1888.] 

I  HAVE  adopted  the  term  '^  management "  of  the  perinflenm  in  pre- 
ference to  that  of  ^^  support,"  as  the  title  of  this  communication, 
my  object  being  a  three-fold  one- 
First,  to  notice  and  compare  the  directions  given  in  the  most 
recent  works  on  obstetric  medicine — directions  very  different,  very 
contradictory ;  some  very  old  but  introduced  as  new  ;  some  harm- 
less, others  highly  extolled  by  one,  as  loudly  condemned  by  another ; 
some,  on  the  one  extreme,  recommending  a  perhaps  too  officious 
treatment  ;  on  the  other  hand  we  find  those  whose  line  of  proceed- 
ing is  that  of  doing  nothing. 

Secondly,  I  wish  to  explain  and  recommend  the  method  I  have 
adopted  for  some  years  past,  in  preserving  the  perinaeum  from 
injury  during  the  birth  of  the  chQd,  with  far  more  satisfactory 
results  than  I  formerly  obtained,  when  following  the  old  plan  of 
''  supporting  the  perinseum." 

Thirdly,  I  hope  to  have  the  benefit  of  the  opinions  and  criticisms, 
both  favourable  and  the  reverse,  of  those  whose  long  experience 
and  practical  knowledge  fully  entitle  them  to  state  their  views. 

It  will  be  allowed  by  most,  if  not  by  all,  that  during  the  first 
two  stages  of  labour  when  the  head  presents,  it  is  at  the  latter 
portion  of  the  second  stage  that  the  attending  physician's  care  and 
assistance  is  most  useful  and  effectual  to  the  parturient  woman, 
more  particularly  if  she  is  a  primipara. 

For,  although  laceration  and  injury  to  the  perinseum  may  occur 
during  delivery  in  those  who  have  safely  passed  through  previous 
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labours,  still  the  danger  of  laceration  daring  birth  of  the  child  is 
much  less  likely  to  occur  at  each  subsequent  labour,  with  proper 
care,  if  the  woman  has  escaped  injury  previously. 

I  will  now  proceed  to  examine  and  quote  from  some  of  the 
modem  standard  works  on  Obstetrics,  the  directions  laid  down  for 
the  guidance  of  the  student  in  midwifery,  as  to  his  management  of 
this  portion  of  labour. 

Of  those  in  the  English  language,  I  will  select  Flayfair  and 
Barnes  (English  writers),  Lusk,  Goodall,  and  Parvin  (American), 
Leishman  (Scotch),  Spiegelburg  (German),  the  new  Sydenham 
Society's  translation,  as  among  those  mostly  studied  or  read  at 
present. 

From  a  few  others,  some  of  them  older  and  less  read  authors,  I 
have  been  induced  to  make  some  extracts  also. 

I  will  begin  with  Playfair.     He  says  :— 

'*  As  the  head  descends  more  and  more,  the  perinsenm  becomes 
distended,  and  there  is  considerable  difference  of  opinion  amongst 
accoucheurs  as  to  the  management  of  the  case  at  this  time. 

*'  In  most  obstetric  works,  the  practitioner  is  advised  to  endea- 
votn*  to  prevent  laceration  by  the  manoeuvre  that  is  described  as 
'  supporting  the  perinaeum  ;'  by  this  is  meant  laying  the  palm  of 
the  band  on  the  distended  structures  and  pressing  firmly  upon  them 
during  the  acme  of  a  pain,  with  the  view  of  mechanically  prevent- 
ing their  tearing. 

'^  There  can  be  little  doubt  that  this,  or  some  modification  of  it, 
is  the  practice  now  followed  by  the  large  majority  of  practitioners. 

'^  The  term  *  supporting  the  perinaeum '  conveys  an  unquestion- 
ably erroneous  idea,  and  it  is  certain  that  no  one  can  prevent  lace- 
ration by  mechanical  support. 

^*  If  the  term  *  relaxation  of  the  perinssum '  was  employed,  we 
should  have  a  far  more  accurate  idea  of  what  should  be  aimed  at, 
and  if  this  be  borne  in  mind  I  think  it  cannot  be  questioned  that 
nature  may  be  most  usefully  assisted  at  this  stage." 

In  his  own  directions  how  to  proceed,  and  exemplified  by  the 
wood-cut  (fig.  105),  he  says  :— 

''  n,  when  the  head  is  distending  the  perineum  greatly,  the 
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thumb  and  forefinger  of  the  right  hand  are  placed  along  its  sides, 
it  can  be  pushed  gently  forward  over  the  head  at  the  height  of  the 
pain,  while  the  tips  of  the  fingers  may  at  the  same  time  press  upon 
the  advancing  vertex,  so  as  to  retard  its  progress  if  advisable. 

^^  By  this  means  the  sudden  and  forcible  stretching  of  the  perineal 
structiures  is  prevented,  and  the  chance  of  laceration  reduced  to  a 
minimum,  while  nature's  mode  of  relaxing  the  tissues  by  dilatation 
of  the  anal  onfice  is  favoured. 

'^  We  need  only  intervene  to  assist  relaxation  when  the  stretching 
has  reached  its  height,  and  the  head  is  about  to  be  expelled." 

Robert  Barnes  (vol.  2,  p.  32),  on  "  The  Care  of  the  Perinieum,'' 
^'  believes  there  is  now  a  general  consensus  of  opinion  in  favour 
of  supporting  the  perineeum." 

^'  The  proper  time  to  give  support  is  when  the  head  is  gliding 
on  through  the  vulva,  stretching  the  perinaeum,  thinning  it  out,  so 
that  it  threatens  to  burst." 

How  to  support  the  perineum — '^  During  the  expulsion  stage  a 
finger  is  applied  from  time  to  time  to  the  head  and  carried  back  to 
the  edge  of  the  perinseum,  to  take  note  of  the  advance  of  the  head 
and  of  the  degree  of  stretching  of  the  perinaeum." 

"  Support  duly  rendered  may  help  in  two  ways :— * 

"  First,  the  palm  of  the  hand  so  spread  out  as  to  rest  upon  the 
coccyx  behind  and  upon  the  pelvic  floor,  retarding  the  too  precipi- 
tate exit  of  the  head,  giving  the  soft  tissues  time  to  stretch,  and  by 
directing  the  head  under  the  pubic  arch  excess  of  pressure  on  the 
edge  of  the  perinseum  is  avoided. 

'*  Secondly,  by  puling  forward  skin  from  behind  and  the  sides, 
the  capacity  of  the  perinseum  is  somewhat  increased. 

''  Support  is  given  during  the  pains  and  remitted  during  the 
intervals. 

"  Laceration  may  begin  in  two  ways-^First,  and  most  commonly, 
by  tearing  at  the  extreme  edge,  and  then  the  rent  may  extend 
backwards  in  the  median  line. 

^  Secondly,  the  perinsBum  bulging  out  in  the  middle  may  burst  at 
this  part,  and  the  rent  may  run  forwards  through  the  fourchette 
and  backward  through  the  sphincter  ani ;  or  the  child  may  be 
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driven  bodily  through  the  central  hole,  the  edge  of  the  perinsum  in 
front  keeping  entire. 

*'  The  extended  palm  of  the  hand  well  supporting  the  pelvic  floor 
will  obviate  the  latter  accident,  and  that  lengthening  the  perinteuni 
forwards  and  directing  the  advancing  head  well  under  the  pubic 
arch,  will  much  lessen  the  risk  of  tearing  at  the  edge  of  the 
perin»um/' 

Bamsbotham  (p.  131)  says  :-^^*  For  the  purpose  of  supporting 
the  perinasum,  we  sit  rather  behind  the  patient  and  apply  the  palm 
of  the  left  hand,  guarded,  for  the  sake  of  delicacy,  cleanliness,  and 
convenience,  with  a  soft  napkin,  steadily  and  firmly  against  the 
perineal  tumour. 

'^To  give  the  required  protection  it  is  not  necessary  that  we 
should  make  powerful  pressure,  nor  resist  the  child's  exit  by  the  em- 
ployment of  any  exertion ;  we  are  only  to  afford  a  passive  support. 

^'  Placing  our  elbow  on  the  bedstead  we  render  it  a  fixed  point, 
and  rather  allow  the  head  covered  by  the  thinned  structures  to  be 
protruded  against  our  hand,  than  forcibly  press  our  hand  against 
the  head. 

*<  We  may  occasionally  be  compelled  to  remain  mady  hours  by 
the  side  of  the  bed  without  moving  from  our  seat." 

Leishman  (p.  302)  says  : — "  The  most  important  point,  however, 
connected  with  this  stage  of  the  process  is  undoubtedly  the  support 
of  the  perinieum,''  which  he  condemns  ^'  as  irrational  and  useless 
in  all  cases,  and  undoubtedly  hurtful  in  some.** 

''  The  practitioner  who  never  puts  his  hand  to  the  perinseum 
will,  we  firmly  believe,  have  fewer  cases  of  ruptured  perinieum  in 
his  practice  than  he  who  admits  support  in  any  form  as  applicable 
to  every  case  of  labour." 

Bamsbotham's  directions  (as  quoted  elsewhere)  receive  very 
severe  condemnation  ^'as  a  relic  of  'meddlesome  midwifery,'  in 
which  we  presume  by  irrational  and  bungling  interference  to  dic- 
tate to  nature." 

"  The  proper  management  of  this  stage,"  he  proceeds,  "  consists 
in  watching  the  amount  of  pressure  to  which  the  perinseum  is 
being  subjected. 
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''  Should  this  exceed  the  normal  standard,  so  as  to  imperil  the 
integrity  of  the  tissues,  we  must  then  order  all  aids  to  expulsive 
efforts  to  be  removed  from  the  reach  of  the  patient,  and  at  the 
same  time  encourage  her  to  cry  out  lustily  during  the  height  of  a 
pain. 

"  Should  circumstances  render  it  expedient  to  oppose  the  advance 
of  the  head,  with  the  view  of  rendering  the  process  of  dilata- 
tion more  gradual,  this  should  be  done,  not  by  pressure  on  the 
perinsBum,  but  by  pressure  exercised  directly  upon  the  head  of  the 
child,  which  is  to  be  pressed  towards  the  hollow  of  the  sacrum." 

Robert  Collins  (p.  3)  says : — ^'When  the  head  has  descended  so 
low  as  to  form  a  tumour  on  the  perinseum,  great  attention  is  to  be 
paid  to  prevent  laceration,  during  not  only  the  expulsion  of  the 
head,  but  also  the  shoulders. 

^^  This  will  be  best  accomplished  by  pressing  gently  forward  the 
distended  perinaeum  with  the  palm  of  the  hand,  having  a  soft 
napkin  interposed,  and  in  this  way  endeavouring  to  keep  the  back 
part  of  the  head  as  close  to  the  arch  of  the  pubes  as  possible, 
without  using  strong  pressure,  or  applying  our  force  so  as  to  tend 
in  the  slightest  degree  to  drag  the  perinseum  hackwarda. 

^*  The  patient  should  at  this  time,  where  the  tension  is  great,  be 
earnestly  enjoined  to  avoid  bearing  down,  and  thus  permit  the  head 
to  escape  slowly  and  gently, ^^ 

Johnston  and  Sinclair  (p.  25)  say : — ''  During  the  second  stage 
of  labour,  more  especially  with  primiparous  women,  great  care  was 
directed  toward  the  support  of  the  perinseum,  but  not  until  the 
head  had  pushed  the  structures  beyond  the  nates — in  other  words, 
when  a  large  tumour  occupied  that  particular  region. 

'*  The  support  was  only  maintained  during  uterine  action  ;  and 
it  was  considered  that  the  hand,  without  any  napkin  interveniDg 
between  it  and  the  parts,  save  just  over  the  anus,  and  a  little 
distance  from  its  verge,  was  the  best  practice,  since  by  this  means 
a  more  equable  and  exact  sustaining  power  could  be  rendered,  and 
the  rate  of  progress  better  estimated. 

''  The  right  hand  was  used  for  this  purpose,  after  either  of  the 
following  manners : — Sometimes  the  ulnar  edge  of  the  hand  was 
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made  to  rest  across  the  posterior  boundary  of  the  perinseain,  and 
the  cleft  between  the  thumb  and  forefinger  to  correspond  to  the 
edge  of  the  posterior  f  ourchette. 

''  At  other  times  the  heel  of  the  hand  was  placed  so  as  to  corres- 
pond to  the  posterior  boundary  of  the  perinseum,  and  the  hollow 
formed  by  the  palm  and  fingers  gently  grasping  the  distended 
structures,  made  to  form  a  continuation,  in  a  direction  forwards,  of 
the  curve  of  the  sacrum  and  coccyx. 

"  The  support  was  always  forward,  towards  the  central  point  of 
the  arch  of  the  pubes. 

^^  Although  particular  attention  was  paid  to  the  following  out 
of  this  practice,  there  happened,  nevertheless,  and  that  often,  slight 
lacerations." 

M'Clintock,  in  his  edition  of  ^'Smellie's  Midwifery,"  mentions 
Wallace  Johnson  as  the  first  British  author  to  inttist  upon  support- 
ing the  perinaeum  as  a  duty  of  the  accoucheur  in  every  case 
(System  of  Midwifery,  1769). 

His  (M^Clintock's)  own  rules  in  the  discharge  of  this  duty  are 
few  and  simple: — **If  the  head  be  advancing  too  rapidly  and 
before  time  has  been  given  for  the  full  dilatation  of  the  external 
orifice,  I  forbid  the  patient  using  any  voluntary  expulsive  efforts, 
and  I  administer  chloroform  to  moderate  the  pains.  Should  the 
perinaeum  be  rigid  or  inflamed,  let  it  be  diligently  fomented  with  a 
sponge  wrung  out  of  very  hot  water.  Abstain  from  making 
pressure  on  the  perinseum  until  the  head  is  just  about  emerging 
from  the  orifice.  Let  the  escape  of  the  head  through  the  vulva  be 
very  slow  and  gradual,  its  advance  being  regulated  not  by  pressing 
on  the  perinaeum,  but  by  two  fingers  of  the  left  hand  placed  upon 
the  protruding  vertex,  and  directing  it  forward  as  much  as  possible. 
These  precautions  for  preserving  the  integrity  of  the  part  should 
not  be  relaxed  until  the  shoulders  have  passed  the  outlet^  as  they 
often  cause  or  increase  the  laceration." 

Matthews  Duncan,  describing  (p.  55),  "  the  Curves  of  the  Deve- . 
loped  Genital  Passage,"  says: — "There  is  to  be  noted  also,  in 
connection  with  this  curve,  the  inevitable  tendency  of  the  force  of 
labour,  not  merely  to  distend  the  perinaeum,  but  also  to  rupture  it 
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centrally,  to  force  the  presenting  part  through  it— a  tendency  the 
study  of  which,  apart  from  other  considerations,  leaves  no  possible 
doubt  as  to  the  expediency  of  the  practice  of  supporting  the 
perinaeum,  a  practice  which  can  be  demonstrated  to  fuvour  the 
maintenance  of  its  entirety." 

Groodall  (p.  95)  says  : — "  The  problem  seeking  solution  is  this : — 
Given  a  foetal  head  and  a  vulva  through  which  it  must  pass,  how 
can  the  perinseum  be  kept  from  tearing  ? 

*'  One  advocates  pressure  on  the  perinseum  with  a  folded  napkin, 
another  with  an  unfolded  napkin,  a  third  scouts  all  napkins, 
whether  folded  or  unfolded,  one  plugs  up  the  rectum,  another 
empties  it.  The  perin»um  is  pushed  forward  by  some  and  back- 
wards by  others.  Some  place  their  hand  transversely  across  the 
perinseum,  some  longitudinally  with  the  fingers  looking  upwards, 
some  longitudinally  with  the  fingers  looking  downwards. 

^^  And  yet  the  perinseum  tears,  and  tear  it  will  until  woman 
becomes,  like  the  cherubs  of  the  old  masters,  all  wings  and  no 
body.  Now,  all  this  diversity  of  opinion  means  that  nature  herself 
intends  to  take  care  of  the  perinseum,  precisely  as  she  does  the 
preceding  stages  of  labour,  and  that  she  can  very  generally  do  it 
better  than  the  physician.  But,  suppose  that  the  case  is  a  morbid 
one,  and  really  needs  help,  or  else  that  you  cannot,  for  the  life  of 
you,  keep  your  hands  off,  what  is  to  be  done?  Why,  imitate 
nature.  She  retards  the  too  rapidly  advancing  head,  and  that  by 
making  the  woman  cry  out,  which  at  once  stops  the  expulsive 
pains.  You  will  retard  the  head  by  making  direct  pressure— -direct 
pressure,  I  say,  on  it. 

•*  By  supporting  the  head,  we  support  the  perinseum ;  make,  then, 
your  support  or  retarding  pressure  directly  to  the  head  itself,  and 
not  to  the  perinseum,  not  through  a  fieshy  medium,  which  needs 
perfect  freedom  from  all  restraint  in  order  to  undergo  the  requisite 
aud  inevitable  amount  of  dilatation. 

'^  For  many  years  I  have  not  touched  a  perinsBum,  for  the  pur- 
pose of  saving  it.  Sometimes  I  do  nothing ;  at  other  times  I  make 
simply  a  retarding  and  guiding  pressure  with  my  fingers  and 
thumb  spread  over  the  head  of  the  child  as  it  crowns.    When  the 
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perinsBum  is  very  rigid,  I  relax  it  bj  hooking  up  and  pulling 
forward  the  sphincter  ani,  with  two  fingers  passed  into  the  rectum, 
while  with  the  thumb  of  the  same  hand  I  make  the  needful  restrain- 
ing pressure  upon  the  head.'' 
For  this  method  he  claims  several  advantages. 
Lusk  (p.  207)  says : — '^  By  far  the  most  delicate  task  which  the 
physician  has  to  fulfil  towards  his  patient  in  the  expulsion  stage 
consists  in  so  regulating  the  exit  of  the  child's  head  as  best  to 
avoid  perineal  lacerations. 

<<  Measures    to    avert  rupture   may   be  classified  under  three 
headings : — 

^'  First — ^Those  designed  to  check  the  exit  of  the  head  before  the 
fullest  expansion  has  been  secured,  and  to  prevent  expulsion  during 
the  acme  of  a  pain,  when  the  borders  of  the  orifice  are  most  rigid. 
^'  Second — Measures  which  impart  an  upward  movement  to  the 
head,  with  a  view  of  making  all  unoccupied  space  beneath  the  arch 
of  the  pubes  available. 

"  Third — Measures  which  favour  expulsion  during  the  interval 
between  pains,  or,  at  least,  after  the  acme  has  subsided." 

Lusk  then  describes  several  of  the  methods  already  alluded  to, 
and  recommended  by  other  writers : — Hohl's  method,  Ritgen*s 
Rectal  Expression,  Goodell's,  Fasbender's,  &c.,  &c.,  and  his  own. 
^'  In  cases  of  rigidity,  of  alternately  drawing  the  chin  downward 
through  the  rectum  until  the  head  distends  the  perinasum,  cuid  then 
allowing  it  to  recede  by  the  simple  repetition  of  this  to  and  fro 
movement,  the  parts  rapidly  becoming  soft  and  distensible. 

"  When  rupture  is  felt  to  be  imminent,"  he  says, "  mock  modesty 
should  be  discarded,  and  the  parts  imperilled  should  be  unhesi- 
tatingly exposed  to  view.  If,  owing  to  its  excessive  elasticity,  the 
occiput,  in  place  of  being  directed  forwards  to  the  vulva  by  the 
perinaeum,  distends  the  latter  so  that  central  perforation  threatens, 
the  hand  should  be  applied  in  such  a  way  as  to  give  direct  support 
to  the  stretched  tissues  and  to  guide  the  head  upward  (forward)  to 
the  outlet.  If  the  danger  is  from  defective  elasticity,  the  physician 
standing  to  the  right  of  the  patient,  with  his  face  towards  the  foot 
of  the  bed,  should  pass  his  left  hand  between  her  thighs,  and  presa 
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the  head  upward  and  inward  during  a  pain,  with  the  thumb  and 
two  fingers.  At  the  same  time,  the  movement  of  extension,  should 
it  threaten  danger  to  the  parts,  should  be  hindered  by  pressing 
backward  upon  the  frontal  region  through  the  perinaeum  with  the 
disengaged  hand." 

Parvin  (p.  407)  says: — "Usually  the  most  important  of  the 
obstetrician's  active  duties  in  the  second  stage  of  labour  is  protec- 
tion of  the  perinaeum  from  being  torn  during  delivery  of  the  head 
and  shoulders  of  the  foetus." 

He  then  presents  a  brief  statement  of  various  means  that  have 
been  or  are  employed,  for  the  protection  of  the  perinaeum.  Quoting 
from  many  authorities,  both  old  and  modem,  he  believes  that  sup- 
porting the  perinaeum  is  a  practice  not  likely  to  be  abandoned,  or 
to  be  replaced  by  rectal  expression  or  by  hip-bandages. 

He  then  describes  and  recommends  the  following  plan  :— 

"  The  patient  lying  upon  her  left  side,  her  hip  quite  near  the 
edge  of  the  bed,  the  practitioner  places  his  right  hand  so  that  the 
concave  palm  receives  the  convexity  formed  by  the  bulging 
perinaeum — the  thumb  upon  the  right  and  the  four  fingers  on  the 
left  labium,  while  the  fold  between  thumb  and  index  finger 
corresponds  with  the  anterior  margin  of  perinaeum.  Moderate  resist- 
ance is  made  to  the  force  driving  the  head  against  the  perinaeum^ 
and  at  the  same  time  the  head  is  gently  pressed  towards  the  pubie 
symphysis;  no  napkin  should  be  interposed  between  hand  and 
perinaeum ;  the  hand  is  not  to  be  applied  until  distension  begins, 
and  only  during  a  pain. 

^'  The  left  hand  is  passed  over  the  patient's  upper  thigh  and  grasps 
the  foetal  head  in  the  manner  directed  by  Hohl  (the  thumb  above 
or  in  front,  according  to  the  woman's  posture,  the  fingers  below  or 
behind,  reaching  to  the  anterior  margin  of  the  perinaeum),  holding 
it  back  when  necessary,  and  at  the  proper  time  guiding  its  exit  in 
the  axis  of  the  vulvar  orifice,  and  facilitating  extension.** 

Spiegelburg  (the  new  Sydenham  Society,  p.  258),  says  r — "  When 
the  head  reaches  the  vulvar  aperture  and  pushes  the  pelvic  floor 
before  it  during  the  pains,  the  perinaeum  must  be  protected  from 
laceratiozL 
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^^  The  perinseum  is,  therefore,  to  be  protected  hj  facilitating  the 
extension  of  the  head  roand  the  symphysis,  as  a  centre  of  rotation, 
and  at  the  same  time  by  allowing  the  head  to  emerge  so  slowly 
that  the  elasticity  of  the  perinaeum  may  be  fully  developed,  and 
that  its  anterior  portion  can  retract  over  the  head. 

^  It  will  depend  on  ^the  conditions  of  the  individual  case,  which 
of  the  two  indications  is  the  chief  one  to  be  attended  to— whether 
to  promote  the  extension  of,  at  to  delay  the  head.  For  carrying 
them  out,  both  hands  are  generally  required ;  one  of  them  lies  on 
the  perinaeum,  so  as  to  exert  the  desired  counter-pressure,  the  other 
acts  on  the  head  itself. 

^^  It  is  better  when  the  two  hands  co-operate  with  each  other, 
and  it  is  a  good  plan  to  bring  the  force  leading  to  the  extension, 
and  to  retardatiiNi,  to  bear  mainly  on  the  head  itself,  and  to  allow 
the  hand  which  is  lying  on  the  perinieum  in  the  mcdn  to  simply 
watch  its  behaviour,  and  if  necessary  to  strip  it  off  from  the  ad- 
vancing head." 

Spiegelburg  prefers  the  lateral  posture  for  the  woman,  from  the 
possibility  of  directly  observing  the  perineum,  and  at  the  same 
time  of  fixing  the  pelvis  more  satisfactorily. 

<<  The  accoucheur  sits  behind  the  strongly  flexed  woman,  who 
should  lie  with  her  hips  close  to  the  edge  of  the  bed,  and  lays  one 
hand  (bare)  flat  on  the  perineum,  the  thumb  on  the  upper,  the 
fingers  on  the  lower  labium.  The  other  hand  is  carried  above  the 
upper  thigh  to  between  the  two  thighs,  and  placed  on  the  advanc- 
ing occiput,  while  the  arm  steadies  the  woman.  The  emerging  part 
is  now  delivered  according  to  the  principles  that  have  been  stated. 

''The  fingers  lying  on  the  head  may,  as  necessity  arises,  raise  it 
up  or  hold  it  back  during  a  pain,  or  strip  off  the  tense  edges  of  the 
labia  and  the  posterior  commissure  of  the  vulva. 

''  The  hand  lying  on  the  perinieum  must  closely  follow  the  head  ; 
especially  while  the  anterior  portion  of  the  perinieum  is  being  re- 
tracted over  the  vertex,  forehead,  and  face,  must  the  perineum  be 
carefully  watched  and  held  evenly  against  the  head,  so  that  retrac- 
tion shall  take  place  slowly,  for  it  is  now  that  laceration  is  most 
apt  to  occur." 


By  Dr.  J.  R  Kirkpatrick. 


279 


I  here  conclude  these,  perhaps,  too  extensive  extracts,  in  the 
number  and  length  of  which  I  have  been  tempted  to  exceed  the  limits 
I  proposed  to  myself  when  first  chosing  this  subject  for  discussion. 

For  many  years  it  was  my  custom  to  carry  out  the  mode  of 
supporting  the  perin«um  that  I  had  been  taught  when  a  student  at 
the  Rotunda  HospitaL 

The  directions  given  by  Robert  Collins,  formerly  Master  of  that 
Hospital,  and  one  of  the  oldest  of  the  authors  from  whose  writings 
I  have  made  extracts,  best  explain  this  manner  of  giving  support, 
as  taught  by  him  and  his  successors  in  that  hospital. 

They  are  nearly  the  same  as  those  given  by  Johnston  and 
Sinclair,  and,  with  some  slight  differences  (by  no  means  generally 
improvements),  by  several  subsequent  writers. 

This  mode  of  supporting  the  perinKum  I  do  not  now  trust  to 
myself  or  recommend  to  others.  I  found  it  insufficient — I  do  not 
say  injurious.  It  is  a  difficult  matter  for  a  student  seeking  for 
information  and  guidance  on  this  subject  to  discover  for  himself 
the  line  of  practice  safest  to  be  followed  out. 

One  recognised  authority  tells  him  very  plainly  what  he  is  to  do 
at  this  stage  of  labour  to  avoid  laceration. 

Another  equally  popular  author  gives  him  perfectly  diiferent 
directions,  and  a  third  tells  him  that  he  will  only  be  doing  mischief 
and  injury  to  his  patient  if  he  follows  in  either  of  these  paths,  and 
that  he  will  only  be  acting  rightly  by  putting  his  hands  in  his 
pockets  and  keeping  them  there,  while  he  sits  by  and  watches  the 
expulsion  of  the  foetal  head.    . 

As  a  teacher  of  midwifery,  I  have  explained  to  those  attending 
my  lectures  these  various  methods,  with  their  advantages  and  dis- 
advantages, and  what  I  thought  would  prove  most  efficacious  in 
preventing  laceration  of  the  perin»um. 

But  I  would  not  feel  myself  justified  in  teaching  the  doctrine 
of  the  "  fatalist " : — '*  If  the  perinieum  is  to  be  ruptured  you  cannot 
prevent  it;  if  it  is  not  ruptured,  you  have  not  had  anything  to 
do  with  preventing  it.  Sit  still  or  stand  by  and  nature  will  act 
all  for  the  best."  I  do  not  believe  this  to  be  true,  and  neither 
teach  nor  practise  it. 
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I  could  not,  as  Goodell  says,  "  for  the  life  of  me,  keep  m j  hands 
off,"  during  all  this  period  of  laboar,  and  only  look  on. 

I  wish  particularly  to  impress  my  advice  carefully  to  waith  the 
perinaeum  from  the  time  the  head  begins  to  make  decided  pressare 
on  it  during  a  pain,  and  not  to  be  satisfied  by  only  marking  the 
progress  by  the  finger  at  the  margin  of  the  fourchette. 

Some  few  months  ago  I  was  attending  a  primipara  in  labour, 
who,  previously  to  her  pregnancy,  had  been  under  my  treatment  for 
very  well-marked  vaginismus,  and  retroflexion  of  uterus.  Both 
these  troubles  being  cured,  pregnancy  was  the  result,  after  more 
than  two  years'  sterility.  Her  labour  had  made  satisfactory  pro- 
gress. The  head  had  not  long  begun  to  press,  and  the  occiput  was 
appearing  and  advancing  through  the  vulva,  in  a  perfectly  normal 
manner  with  each  pain. 

Chloroform  was  being  administered  with  the  two-fold  object  of 
moderating  expulsive  action,  and  lessening  suffering,  when  suddenly 
I  observed  the  skin  just  in  front  of  the  distended  anus  and  posterior 
portion  of  the  perineum  b^n  to  give  way,  the  integument  opening 
to  the  size  of  a  shilling,  fortunately  only  superficially. 

By  the  free  administration  of  chloroform,  and  keeping  all  pres- 
sure of  the  head  off  the  part  by  every  means  in  my  power,  delivery 
of  the  head  was  accomplished  without  any  further  extension  of 
mischief,  or  any  laceration  of  the  perineum  in  front.  After  deli- 
very there  was  a  circular  opening  in  the  skin,  not  communicating 
either  with  vagina  or  rectum,  which  contracted  and  healed  perfectly 
in  due  time. 

But  I  had  a  very  anxious  few  minutes,  and  I  am  sure  if  I  had  not 
been  carefully  watching  and  had  not  seen  the  commencing  tear, 
central  perforation  of  the  perinaeum,  and  most  likely  expulsion  of  the 
child  through  the  rent,  would  have  been  the  unfortunate  result.  It  is 
one  of  Lusk's  recommendations,  ^^  When  rupture  is  felt  to  be  immi- 
nent, mock-modesty  should  be  discarded,  and  the  parts  imperilled 
should  be  unhesitatingly  exposed  to  view."  I  go  further  and  say, 
don't  wait  till  you  feel  the  peril.  Mock-modesty  never  enters  into 
my  head,  and  I  have  never  found  a  patient  object  to  my  doing 
what  I  consider  best  for  her  safety  at  this  time. 
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I  will  now,  as  briefly  as  I  can,  explain  the  method  I  have  adopted 
for  some  few  years  in  the  management  of  the  latter  portion  of  the 
second  stage  of  labour. 

It  differs  from,  or  at  least  is  not  the  same,  as  that  recommended 
by  any  authority,  so  far  as  I  can  find  out.  The  method  described 
by  Spiegelburg  is  that  it  most  nearly  resembles ;  but  it  was  not 
from  Spiegelburg  I  obtained  it,  as  I  did  not  read  his  work  till  the 
'*  New  Sydenham  Society  "  placed  it  in  my  power  to  do  so  last  year. 

The  patient  being  in  the  usual  left  lateral  posture,  as  is  usual 
in  this  country,  her  hips  quite  near  the  edge  of  the  bed,  I 
administer  chloroform  during  the  pains  towards  the  close  of  the 
second  stage,  unless  it  is  contra-indicated  by  some  self-evident 
cause,  such  as  weak  uterine  action ;  it  is  most  useful  in  moderating 
the  often  uncontrollable  expulsive  action  in  a  primipara.  Many  a 
patient  in  the  absence  of  chloroform,  no  matter  how  you  urge  her 
to  cry  out  and  not  bear  down,  b  quite  unable  to  attend  to  your 
directions,  or  cease  the  tendency  to  bear  down  with  all  her  might. 

I  carefully  watch  the  progress  of  the  advancing  head  bulging  the 
perinffium,  gradually  more  and  more  with  each  returning  pain.  I 
do  not  make  any  pressure  on  the  perineum  with  either  hand.  Up 
to  this  time  the  hand  pressed  over  the  sacrum  during  a  pain  gives 
support  and  comfort  to  most ;  some  object  to  it,  and,  if  so,  omit  it. 

If  the  distending  perinseum  appears  dry  or  unyielding,  the  appli- 
cation of  hot  fomentation  may  be  useful.  Use  lubricants  freely 
over  the  distended  parts. 

As  soon  as  the  vertex  shows  at  the  vulvar  opening,  if  it  is 
advancing  with  each  pain,  I  stand  beside  the  patient,  pass  my  left 
hand  between  her  thighs  io  front,  and  place  the  four  fingers  of  that 
hand  on  the  head,  just  in  front  of  the  anterior  margin  of  the  dis- 
tended perinseum,  making  steady  but  quite  gentle  pressure  at  first, 
with  the  pulp  of  the  extremities  of  the  four  fingers  kept  close  to 
one  another,  with  the  object  of  preventing  too  rapid  advance  of  the 
head,  or  sudden  extension  movement,  and  also  to  press  the  head 
forward  under  the  pubic  arch.  When  the  pain  ceases  I  remove 
my  fingers  from  the  head,  keeping  them,  however,  ready  to  act 
again,  when  the  pain  returns ;  and  so  on  as  the  head  advances 
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more  and  more.  I  cause  the  pulp  of  the  fingers  to  take,  as  it  were, 
the  place  of  the  anterior  edge  of  the  periDS^um,  thus  allowing  the 
head  to  pass  and  glide  under  my  fingers,  the  extension  taking  place 
with  little  or  no  strain  on  the  anterior  edge  of  the  perinsdom,  which 
now  retracts  over  the  forehead  and  face  to  below  the  chin,  without 
tear  or  injury. 

It  is  my  opinion,  contrary  to  very  high  authority  on  this  subject, 
that  lacerdtion  of  the  anterior  margin  of  the  perineum,  be  it  slight 
or  severe,  is  caused  generally  by  the  movement  of  complete  exten- 
sion which  the  head  undergoes  at  the  moment  of  birth,  splitting 
up  the  perineum  as  a  paper-knife  divides  the  pages  of  a  book. 

If  we  can  regulate  this  movement  of  advance  and  extension  of 
the  head,  keeping  the  pressure  off  the  perineum  by  substituting  the 
pulp  of  the  four  extremities  of  the  fingers,  till  in  succession  the 
vertex  and  anterior  part  of  the  head  is  past  the  perineum,  the 
chief  danger  is  over — care,  of  course,  being  still  taken  during  the 
passage  of  hand  or  elbow,  if  present,  and  shoulders  as  well. 

The  advantages  gained  by  this  method  are — the  absence  of  all, 
or  any,  pressure  by  either  hand  on  the  perineum,  the  least 
possible  interference  with  the  normal  advance  of  the  head  in  the 
proper  direction  under  the  pubic  arch,  the  prevention  of  its  too 
rapid  expulsion,  and  the  keeping  off  pressure  from  the  anterior  edge 
of  the  perineum  during  the  actual  birth  of  the  head. 

I  have  not  alluded  at  all  to  the  operation  of  ^' Episiotomy,*^ 
either  as  to  its  necessity  or  advisability  in  certain  cases  as  a  means 
of  avoiding  laceration.  Nor  do  I  wish  to  express  any  opinion  in 
favour  of  or  against  it,  as  I  have  exceeded  the  limits  of  my  time 
and  your  patience  in  the  remarks  I  have  already  brought  befoi-e 
you. 

I  must  apologise  for  the  extent  and  number  of  the  extracts  I 
have  given  from  the  authorities  I  have  quoted  from;  but  the 
variety  of  the  methods  recommended  was  so  great  in  diversity  and 
number,  that  I  was  tempted  to  far  exceed  what  I  had  intended 
at  first. 


REMOVAL  OF  THE  RIGHT  UTERIKE 

APPENDAGES. 

By  R.  D.  PUREFOY,  M.D.,  F.R.C.S. ; 

Obstetric  Surgeon,  Adelaide  HoBpitaL 
[Bead  In  the  Section  of  ObstetrioP,  May  25, 1888.] 

About  two  years  ago,  Mrs.  A.,  a  young,  healthy  woman,  consulted 
me  at  the  Adelaide  Hospital,  complaining  of  frequent  burning 
pain  in  left  side  extending  into  leg,  greatly  increased  by  exercise, 
which  also  was  generally  followed  by  distressing  headache. 

Menstruation  was  very  painful  but  not  profuse,  and  intercourse 
had  become  so  painful  as  to  be  almost  intolerable.  These  troubles 
had  begun  shortly  after  marriage,  and  had  slowly  increased  in 
intensity,  but  unattended  by  any  well-marked  pyrexial  condition. 
They  dated  from  an  illness  which,  from  the  patient's  account,  was 
probably  a  miscarriage  at  the  third  month,  attended  with  severe 
haemorrhage  and  pain  in  right  side.  At  next  menstruation  pain 
recurred,  and  was  seldom  absent  again  except  for  short  periods.  For 
some  months  previously  to  the  operation  not  even  a  day's  freedom 
from  pain  was  enjoyed.  On  examination  the  uterus  was  found  retro - 
flexed,  and  behind  it,  and  to  the  right  side,  a  rounded  tumour  with 
fluid  contents,  about  two  inches  in  diameter,  very  movable,  and 
having  on  its  surface  at  one  point  a  small  nodular  body  very 
sensitive  to  pressure.  Without  much  hope  of  benefit,  I  tiled  for  a 
time  the  use  of  various  pessaries  and  constitutional  measures 
without  any  benefit,  and  the  patient's  suffering  continued  so  great 
that  she  readily  consented  to  an  operation  for  the  removal  of  the 
tumour,  whatever  it  might  be.  My  first  idea  was  that  it  might 
prove  to  be  a  simple  broad  ligament  or  par-ovarian  cyst,  at  the 
same  time  it  appeared  to  me  that  the  possibility  of  its  being  a 
pjo-salpinx  made  the  operation  of  tapping  per  vaginam  a  proceed- 
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ing  of  questionable  propriety.  The  removal  of  the  tamour  was 
rendered  a  little  troublesome  by  thick,  fat  abdominal  walls,  and  my 
anxiety  to  remove  it  without  escape  of  its  contents.  In  this  I  am 
happy  to  say  I  was  successful,  being  much  assisted  by  Dr.  Smyly, 
who  elevated  the  uterus  for  me  by  making  pressure  upwards  per 
vaginam.  The  cyst  is  thin-walled,  nearly  three  inches  in  diameter, 
having  the  ovary  (which  is  enlarged)  loosely  attached  to  it,  as  well 
as  about  two  inches  of  the  Fallopian  tube.  Her  convalescence  was 
perfectly  satisfactory,  though  much  retarded  by  parotiditis  on  the 
left  side,  which  only  very  slowly  subsided  after  causing  the  patient 
and  myself  some  anxiety.  The  uterus  is  now  (some  months  after 
the  operation)  normal  in  position  and  healthy.  Dysmenorrhoea 
and  dyspareunia  have  ceased,  and  her  only  trouble  is  an  occasional 
backache.  In  these  cases  the  temptation  to  tap  the  tumour  is 
certainly  considerable,  especially  as  in  many  recorded  instances  it 
has  been  successful ;  but,  against  this,  it  is  weU  to  remember  that 
the  entire  removal  of  these  tumours  is  generally  easy  and  safe,  and 
by  it  we  escape  the  risk  of  infection  of  the  peritoneum  by  the 
papillomata  sometimes  present  in  them. 


CASE  OF   PELVIC    HEMATOCELE   CURED  BY 

OPERATION. 

By  JOHN  A.  BYRNE,  M.B.,  Univ.  Dubl.  ; 

GynflBoologiflt  to  St.  Vincent's  Hospital. 
[Read  io  the  Seotion  of  Obstetrics,  May  25,  1888.] 

I  AM  induced  to  bring  this  case  under  the  notice  of  the  Obstetrical 
Section  for  several  reasons  :— 

1st.  It  is  a  comparatively  rare  affection. 

2nd.  It  is  sometimes  a  fatal  one. 

8rd.  It  is  not  always  easy  to  form  a  correct  diagnosis  between 
it  and  other  pelvic  and  uterine  affections. 

4th.  The  novelty  of  the  mode  of  treatment  adopted  in  the  case. 

Mary  CuUen,  aged  thirty-four,  was  admitted  into  St.  Gamillus' 
Ward  on  March  8,  1888. 

History, — She  has  been  married  for  eight  years.  She  had  five 
children,  all  of  which  she  nursed.  The  last  is  fourteen  months  old ; 
she  nursed  the  child  to  within  a  month  or  so  before  her  admission. 
During  lactation  she  menstruated  at  the  tenth  month — that  is  to 
say,  four  months  ago.  Notwithstanding  this  she  continued  to  nurse, 
but  no  change  appeared  until  about  four  weeks  ago,  when  a  dis- 
charge came  on,  which  has  continued  since,  with  interruptions. 
For  the  past  few  weeks  she  has  experienced  pain  of  an  undefined 
character  about  the  pelvis  and  the  uterine  region,  but  she  did  not 
pay  much  attention  to  it  until  it  had  attained  to  that  intensity  of 
suffering,  within  a  week  before  her  admission,  that  she  was  com- 
pelled to  apply  to  the  hospital  for  relief. 

She  had  no  suspicion  that  she  was  pregnant  during  the  latter 
part  of  lactation,  nor  did  the  circumstance  of  the  menstrual  flow 
coming  on  cause  her  any  uneasiness,  and  it  was  only  the  violence 
of  the  pain  which  caused  her  to  apply  for  medical  aid. 

Symptoms  on  Admission.^Her  countenance  was  pinched,  and  had 
that  peculiar  expression  characteristic  of  abdominal  trouble.  Her 
pulse  was  100  and  her  temperaiai^Jiormal. 
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There  was  a  very  well-marked  and  distinct  enlargement  in  the 
supra-pubic  region,  which  extended  to  either  iliac  region ;  it  was 
prominent  and  visible.  The  hand,  when  placed  over  the  pabis,  felt 
a  convexity  hard  and  unyielding.  There  was  absence  of  resonance 
on  percussion.  She  could  not  bear  the  slightest  pressure,  and  she 
described  the  pain  to  be  of  so  severe  and  continuous  a  character, 
that  motion,  even  in  bed,  was  attended  by  a  feeling  of  great  tension, 
pain,  and  bearing  down.  She  could  not  sleep,  and  she  felt,  to  use 
her  own  words,  as  if  her  inside  was  bursting. 

Reeled  and  Vagincd  Examination. — On  introducing  the  finger  into 
the  vagina,  a  distinct  prominence  of  a  solid  character  was  felt  in 
the  posterior  vaginal  wall ;  this  intruded  on  the  vaginal  space,  and 
to  such  an  extent  that  the  os  uteri  was  pushed  far  up  behind  the 
pubis,  and  it  was  only  by  considerable  trouble  that  it  was  reached 
and  the  sound  withdrawn;  it  revealed  normal  measurement  but 
complete  displacement  of  the  uterus  out  of  pelvis  into  the  abdominal 
cavity. 

Rectal  Examination,  —  The  rectal  examination  made  simulta^ 
neously  with  the  vaginal,  showed  the  entire  rectum  to  be  filled  with 
a  hard  globular  mass ;  there  was  scarcely  room  to  pass  the  finger 
into  the  cavity.  This  tumour  was  painful,  of  a  globular  form,  and 
lay  down  upon  the  superficial  sphincter ;  the  rectum  was  so  filled  up 
by  it  that  it  scarcely  admitted  the  introduction  of  an  elastic  tube ; 
this  was  required  from  time  to  time,  and  the  rectum  washed  out ; 
the  mucous  surface  was  very  vascular,  and  bled  at  the  slightest 
touch. 

She  experienced  the  greatest  difficulty  in  passing  water  and  in 
defsBcation,  and  indeed  those  troubles,  combined  with  the  severe 
pain,  were  becoming  more  developed  day  by  day. 

This  dysuria  and  obstinate  constipation  can  be  explained  by  the 
presence  of  the  double  tumour  in  the  rectum  and  vagina,  pressing 
the  bladder  upwards  and  forwards  and  the  rectum  backwards. 

Pelvic  Hcematocele — Diagnosis, — For  six  days  I  had  her  under 
observation  before  I  determined  to  relieve  her,  and  here  is  a 
tolerably  accurate  history  of  her  symptoms  during  that  period : — 

Since  her  admission  her  sufferings  have  increased  rather  than 
decreased.  She  lies  on  her  back,  her  knees  slightly  drawn  up. 
She  complains  of  a  constant  gnawing  pain,  as  she  terms  it.  There 
is  a  feeling  of  great  tension  all  over  the  lower  part  of  abdomen. 
She  cannot  bear  pressure  or  handling  of  the  tumour.  The  swelling 
in  the  supra-pubic  and  iliac  regions  has  increased  a  little — ^not 
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much ;  it  is  evidently  DOt  being  diminished ;  it  is  more  tense ; 
examination  pressure  is  more  unbearable ;  the  face  expression  of 
suffering  is  more  marked;  the  dysuria  is  more  troublesome,  re- 
quiring the  use  of  the  catheter ;  the  constipation  constant.  One 
day  the  temperature  indicated  101*2^ ;  her  tongue  is  dry ;  she  has 
a  good  deal  of  thirst ;  she  is  always  in  pain,  always  in  dread ;  any 
motion  in  bed  aggravates  her  sufferings ;  there  is  no  diminution  of 
vaginal  or  rectal  swellings;  she  cannot  rest  without  morphia;  she 
has  very  often  an  inclination  to  vomit;  she  implores  relief;  she 
has  been  for  some  days  in  this  dangerous  condition,  and  notwith- 
standing all  medical  treatment  she  is  not  improving.  Yet  there  is 
not  any  decided  change  for  the  worse ;  but  it  is  evident  that  relief 
must  be  given,  and  that  promptly. 

Reckons  for  Operation, — I  reasoned  thus : — ^I  have  come  to  the 
conclusion  that  it  is  a  case  of  blood  effusion  into  the  cellular  tissues 
about  the  pelvis,  uterus,  and  neighbouring  organs ;  so  far  the  peri- 
toneum is  not  perforated,  but  it  may  be  at  any  moment,  and  then 
all  the  terrible  phenomena  of  sudden  rupture  and  collapse  wiJl 
set  in,  terminating  most  probably  in  the  death  of  the  woman. 

The  patient  was  a  most  intelligent  woman,  and  not  only  con- 
sented to  the  operation,  but  implored  to  have  it  performed,  so  dis- 
tressing were  her  symptoms. 

Operation. — She  was  placed  opposite  a  strong  light,  in  the  usual 
obstetric  position ;  her  bowels  were  washed  out  with  a  warm  water 
and  Condy  injection ;  this,  as  I  have  said  before,  had  been  done 
daily,  often  per  hour;  yet  it  was  an  advisable  proceeding;  the 
urine  was  drawn  off  by  the  catheter. 

My  friend.  Dr.  M'Naboe,  the  house  surgeon,  exhibited  the  ether 
and  chloroform,  and  Dr.  A.  Duke  lent  me  his  kind  aid. 

Having  examined  the  ground  carefully,  there  appeared  two  sites 
where  a  puncture  might  be  made,  either  in  the  posterior  wall  of 
vagina,  or  through  the  rectum.  I  am  well  aware  that  most  of 
those  who  recommend  puncture  (when  absolutely  necessary)  recom- 
mend the  vaginal  puncture ;  the  reasons  which  induced  me  to  select 
the  rectum  being  the  following : — 

1st.  The  great  size  of  the  presenting  mass  in  the  rectum,  as 
compared  with  that  in  the  vagina. 

2nd.  Reflecting  on  the  history  of  some  of  those  cases  which  have 
been  described,  in  all  of  which,  when  nature  made  an  opening,  the 
exit  was  by  the  rectum. 

3rd.  The  presence  of  the  sphincter,  which  would  close  and  pre- 
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vent  the  entrance  of  air  into  the  opening ;  this,  however,  did  not 
influence  me  much  in  making  the  puncture  in  the  place  selected, 
but  the  result  proves  that  the  place  selected  was  the  correct  one — I 
do  not  say  in  all  such  cases,  but  at  least  in  this  individual  case. 

Having  held  back  the  posterior  wall  of  the  rectum  by  a  retractor, 
the  large  bulging  tumour  could  be  felt  pressing  down  upon  the 
sphincter ;  it  occupied  the  whole  of  this  region — ^in  fact,  it  almost 
lay  upon  the  superficial  sphincter ;  the  surface  was  very  vascular, 
and  bled  when  touched;  this  was  due  to  the  presence  of  some 
large  turgid  veins. 

The  point  of  a  medium-sized  exploring  needle  was  introduced 
into  the  most  prominent  and  depending  part  of  the  swelling ;  the 
covering  was  very  dense.  At  first  no  blood  came.  A  larger-sized 
needle  and  trocar  was  then  passed,  and  the  blood  began  to  stream 
through  the  canula  of  the  needle. 

The  aspirator  was  then  adjusted  and  used,  and,  to  my  great 
satisfaction,  about  one  quart  of  very  dark  fluid  blood  came  away. 
There  were  no  coagula,  only  a  few  minute  shred-like  threads. 
There  was  not  the  least  appearance  of  pus,  nor  of  serum ;  it  was 
all  blood,  very  fluid,  and  had  evidently  been  effused  for  some  time, 
as  it  was  very  thin,  and  there  had  been  no  attempt  at  clotting ;  it 
was  utterly  devoid  of  foetor. 

I  then  passed  in  my  left  index  finger,  enlarged  the  opening,  and 
washed  out  the  cyst  with  a  solution  of  water  and  tincture  of 
iodine.  She  was  completely  drained  and  removed  to  bed,  and  a 
suppository  of  morphia  introduced. 

A  sensible  diminution  of  the  tumour  became  manifest  on  the 
withdrawal  of  the  fluid. 

Twelve  hours  after  operation. — She  is  very  easy ;  passed  water, 
and  has  slept. 

The  cyst  was  washed  out  with  a  solution  of  water  and  Condy. 
On  this  occasion  a  few  coagula  came  away.  A  drainage-tube  was 
placed  in  the  opening  and  a  suppository  placed  in  the  rectum. 

Twenty-four  hours  after  operation. — Has  passed  a  very  good 
night;  urinated  freely;  no  pain;  no  rigor.  Temperature,  99*2°; 
pulse  quiet,  84.  Has  no  vomiting.  No  symptoms  of  peritoneal 
complication.  On  examination  the  tumour  is  very  much  dimi- 
nished ;  no  apparent  attempt  at  being  refilled. 

It  was  washed  out  by  the  double-current  canula,  with  Condy 
solution  and  warm  water.    No  coagula  came  away. 

Forty-eight  hours  after  operation. — Progressing  most  satisfac- 
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torily.  Tomour  diminished.  Utems  almost  completely  restored 
to  its  natural  position.  Urinates  freely.  No  pain.  No  rise  in 
temperature.  No  tenderness  over  abdomen.  Ordered  a  little  wine, 
and  a  morphia  suppository  at  evening  visit. 

It  is  needless  to  follow  up  the  daily  detcdls  of  progress.  I  will 
just  mention  that  she  never  had  a  rigor,  never  had  a  rapid  pulse, 
never  a  critical  temperature.  She  slept  well,  there  being  no 
motion  from  the  bowels  for  seven  days.  On  the  8th  day  the 
bowels  moved  spontaneously.  There  was  no  expulsion  of  fcBtid 
gas  from  the  opening.  A  slight  discharge  of  fluid  came  occa- 
sionally afterwards  from  the  rectum.  I  examined  her  from  time 
to  time.  The  opening  gradually  closed — receded  into  the  pelvic 
cavity.  It  appeared  to  have  a  vascular  formation,  I  prevented 
it  from  closing  for  some  days  by  passing  my  finger  into  it,  and 
thus  1  could  feel  the  position  of  the  cyst,  and  this  washing  out  of 
the  cyst  was  the  only  thing  to  be  done. 

In  fine,  she  continued  to  improve.  Menstruated  from  April  29 
to  May  2.  The  fiow  was  quite  natural.  I  need  scarcely  say  that 
this  period  was  one  of  anxiety,  it  being  the  first  since  she  came 
under  my  observation.  However,  everything  passed  off  quietly; 
there  was  no  fresh  addition  to  the  size  of  the  tumour,  there  were 
no  coagula,  or  blood,  or  pus,  and  she  was  discharged  on  the  15th 
May. 

Remarks, — ^I  will  not  trespass  upon  the  time  of  the  Section  by 
entering  into  any  lengthened  observations  upon  this  affection,  but 
a  few  remarks  may  not  be  out  of  place. 

Although  this  is  one  which,  when  we  take  into  consideration 
the  anatomical  and  physiological  peculiarities  of  the  female  pelvic 
organs,  must  at  all  periods  have  been  possible,  yet  the  first  notice 
which  has  been  recorded  of  it  was  by  Ruysch,  in  1691,  who  acciden- 
tally discovered  blood  effused  into  the  peritoneal  cavity  in  making 
9k  post  mortem  examination  of  a  woman  who  died  during  the  menstrual 
period.  Since  then  the  subject  has  been  investigated  by  many 
eminent  observers — Rec&mier,  Velpeau,  Bernutz,  who  were  amongst 
the  first  to  describe  it  accurately,  and  to  point  out  the  sources  of 
the  hemorrhage.  Since  then  large  contributions  to  the  literature 
of  the  subject  have  been  made  by  M.  N^laton,  Voisin,  Pugh, 
Trousseau,  Tilt,  Emmet,  Bennet,  West,  Simpson,  Barnes,  Duncan, 
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Edie,  &c.,  &c. ;  and  a  most  clear  and  admirable  account  of  it  has 
been  given  of  it  by  the  late  Dr.  A.  M^lintock  in  his  work  upon 
Female  Diseases. 

Dr.  H.  Macnaughton  Jones,  in  his  yaluable  Manual  of  Gjnasoo- 
logj,  has  devoted  a  chapter  to  this  subject,  which  is  well  deserving 
of  perusal.  Dr.  M'Clintock  was  the  first,  however,  in  this  country 
to  direct  the  attention  of  the  profession  to  a  case  which  occurred 
in  1860.     He  was  also  the  first  to  designate  it  pelvic  htematocele. 

It  is  a  curious  fact  that  this  term — ^hsematocele — ^was  originally 
given  by  Celsus,  Heister,  and  others,  to  that  affection  produced  by 
laceration  of  vessels  and  effusion  of  blood  into  the  areolar  tissue  of 
the  scrotum.  There  can  be  no  possible  objection,  in  my  opinion, 
to  the  use  of  this  term  when  applied  to  similar  blood  effusions  in 
the  areolar  tissue  about  the  female  organs  in  the  pelvis,  for  it 
means  nothing  more  than  a  bag  or  cyst  of  blood,  and  is  a  term 
applicable  to  haemorrhage  in  any  site  where  areolar  tissue  abounds. 
Now,  when  we  consider  for  a  moment  the  anatomical  arrange- 
ment of  the  ovaries  and  Fallopian  tubes,  and  the  abundance  of 
areolar  tissue  about  those  organs  in  the  broad  ligaments,  &c.,  we 
cannot  but  admit  that  there  is  ample  space  to  accommodate  effused 
blood,  and  when,  moreover,  we  consider  the  great  networks  of 
arteries  and  veins,  and  the  changes  and  derangements  which  are 
constantly  occurring  during  active  uterine  and  ovarian  life,  it  is 
only  a  matter  for  surprise  that  this  phenomenon  of  rupture  of  a 
vessel  and  effusion  of  blood,  or  in  some  cases  perhaps  of  exudation, 
is  not  of  more  frequent  occurrence ;  yet  that  it  rarely  happens  is  a 
recognised  fact.  It  is  possible,  however,  that  slight  htemorrhages 
may  be  of  more  frequent  occurrence  than  is  supposed ;  and  it  i^, 
moreover,  possible  that  there  may  be  occasionally  slight  blood 
effusions,  but  so  slight  that  they  pass  by  unheeded  and  unsus- 
pected, or  are  mistaken  for  some  other  condition;  but  in  my 
opinion  those  extensive  effusions  of  blood  occur  but  rarely.  I 
cannot  recal  to  mind  more  than  two  other  instances,  in  private  or 
hospital  practice,  in  which  I  have  recognised  it  for  a  certainty ;  in 
none  of  them  was  there  any  necessity  for  interference — they 
recovered  spontaneously.    In  one  of  them  the  late  Dr.  M^Cilntock 
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saw  the  case  in  consultation  with  me,  and  he  concurred  with  me 
in  the  diagnosis.  In  both  instances  the  patients  recovered.  The 
effusions  were  slight,  and  they  occurred  at  the  menstrual  period. 

This  spontaneous  recovery  by  absorption  is,  indeed,  what  gene- 
rally happens  in  cases  where  the  effusion  is  slight.  It  must  be 
remembered  that  I  am  now  speaking  of  that  terrible  cataclysmal 
form,  so  termed  by  Barnes,  where  there  is  a  rapid  and  sudden 
haemorrhage  into  the  cavity  of  the  peritoneum,  and  which  is  nearly 
always  fatal. 

Dr.  M^Clintock  speaks  in  a  similar  manner  of  the  rarky  of  this 
hsemorrhage,  as  seen  by  him—- and  his  experience  was  very  large ; 
however,  he  states  that  he  had,  from  time  to  time,  met  with 
cases  in  which  his  later  experience  would  lead  him  to  think, 
from  the  symptoms  present,  and  which  were  inexplicable  at  the 
time,  that  subperitoneal  sanguineous  effusions  had  taken  place; 
but  during  his  long  career  of  hospital  and  private  practice  he  can 
only  point  to  three  cases  in  which  he  was  certain  of  its  being  the 
disease. 

ANALYSIS  OF  HIS  CASES. 

Result 

1st.  Opened  spontaneously  into  the  rectum      -  Recovery 
2nd.  Opened  spontaneously  into  the  rectum      -  Recovery 
SnL  Opened  spontaneously  into  the  rectum      -  Death 
Suppurative  symptoms. 
Death  occurred  after  nine  months'  suffering. 
Remarks. — With  regard  to  the  first  cases,  the  rectum  was  the 
part  selected  by  nature  for  an  exit  for  the  blood.     With  regard  to 
the  last  case,  what  evidently  occurred  was  this :— Nature  endea- 
voured to  make  an  outlet  per  rectum;  suppurative  and  hectic 
symptoms  supervened,  the  system  was  exhausted,  and  the  woman 
sank  from  this  and  septicaemia. 

Is  it  not  possible,  nay  probable,  that  had  a  bolder  proceeding 
been  adopted,  and  the  cyst  punctured  or  freely  laid  open,  and 
washed  out  antiseptically,  that  the  result  in  this  last  case  would 
have  been  more  favourable  ? 

Now  I  shaU,  in  a  very  brief  manner,  allude  to  the  treatment  of 
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cases  of  subperitoneal  pelvic  haBmatocele — a  nomenclature  which  is 
to  be  preferred,  I  think ;  and  before  doing  so  I  will  ask  permission 
to  make  an 

OBSERTATION. 

In  aU  the  text-books — and  thej  are  numerous — ^a  yery  accurate 
distinction  is  attempted  to  be  made  as  to  the  site  of  the  blood 
effusions.    Thus  we  have  classified  :^ 

Ante-uterine  hsematocele. 
Retro-uterine  haematocele. 
Peri-uterine  hematocele,  &c. 

Now,  there  is  one  very  important  thing  to  bear  in  mind  in  con- 
sidering this  subject — ^viz.,  the  disposition  of  the  peritoneum  upon 
the  surface  of  the  uterus. 

We  are  all  aware  that  it  is  very  intimately  attached  to  the  sur- 
faces and  sides  of  the  unimpregnated  uterus,  and  it  is  difficult  to 
imagine  that  any  effusion  of  blood  can  dissect  away  the  peritoneal 
covering.  Consequently,  when  blood  is  effused — I  am  speaking 
now  of  the  subperitoneal  form — that  blood  would  be  contained  in 
a  cyst  or  cavity  (if  you  will)  formed  in  the  areolar  tissue  of  the 
broad  ligaments  and  Douglas'  space;  it  would  require  a  great 
stretch  of  the  imagination  to  suppose  that  this  blood  could  dissect 
the  peritoneum  from  the  uterus.  Now,  the  consequence  of  this  is 
that,  as  a  rule,  this  cyst  or  cavity  will  be  irregular  in  shape,  and 
wherever  there  is  the  greatest  amount  of  tissue  there  the  effusion 
will  be  greatest,  and  the  uterus  will  be  displaced  in  the  opposite 
direction.  If  the  peritoneal  membrane  were  dissected  off  the  uterus 
by  this  effusion  the  uterus  would  lie  bathed  in  the  effused  blood,  but 
the  uterus,  not  denuded  of  peritoneum,  is  pushed  upwards  or  down- 
wards, or  backwards,  or  to  either  side,  or  anywhere  room  can  be 
found  in  the  pelvis  or  lower  abdomen,  and  thus,  as  I  have  stated) 
the  whole  pelvis  is  occupied,  in  a  case  such  as  I  have  detailed,  and 
the  uterus  and  bladder  are  pushed  out  of  their  normal  pelvic 
position. 

I  am  not  aware  of  any  case  in  which  the  denudation  of  the 
peritoneum  from  the  unimpregnated  uterus  has  been  proved,  and  £ 
have  never  seen  a  preparation  in  any  museum  illustrating  it. 
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Treatment. — ^Hence  the  treatment  must  depend  upon^> 

Ist.  The  amount  of  the  blood  effusioUi 

2nd.  The  site  of  the  effusion. 

3rd.  The  amount  of  inconvenience. 

4th.  Upon  the  estimate  of  the  danger  of  its  becoming  changed 
into  the  cataclysmic  form,  the  intra-peritoneal,  in  which  case  death 
will  most  probably  occur, 

5th.  Upon  the  symptoms  indicating  septic  poisoning. 

If  the  effusion  is  slight  and  very  limited,  my  opinion  is  that  we 
should  temporise — adopt  palliative  treatment— cold,  absolute  rest 
in  bed,  opiates  to  allay  pain  if  necessary,  ergot  to  restrain  further 
haemorrhage,  and  to  watch  carefully  the  case. 

If  the  effusion  be  very  considerable;  if  it  form  a  distinct  tumour 
in  the  abdomen ;  if,  in  addition,  a  swelling  can  be  felt  in  the  rectum 
and  vagina,  completely  blocking  up  those  spaces,  and  thus  pre- 
venting completely  the  performance  of  necessary  functions  of  the 
bladder  and  rectum ;  if  the  pain  be  excessive,  as  in  this  ease ;  if 
the  tumour,  under  all  those  circumstances,  be  not  decreasing,  but^ 
on  the  contrary,  be  increasing;  if  ihe  tension  be  becoming  extreme — 
do  not  adopt  the  Fabian  plan  of  treatment,  but  puncture  the  sac, 
using  the  strictest  antiseptic  precautions,  and  the  result  will  pro- 
bably be  a  favourable  one.  Delay  and  hesitate  to  give  relief,  and 
the  result  will  most  probably  be  the  reverse ;  eilher  the  cyst  will 
burst  suddenly  into  the  peritoneal  cavity  and  the  result  will  be 
collapse  and  death,  or  the  patient  will  be  worn  out  by  protracted 
suffering,  and  a  natural  exit  will  be  formed  which  may,  after  a  time, 
close  up,  or  else  the  blood  will  become  degenerated  into  pus,  the 
cyst  will  become  a  pyogenic  membrane,  and  the  distressing  train 
of  events,  terminating  in  death,  will  set  in,  as  in  the  case  mentioned 
by  M*Clintock. 

Should  this  latter  event  occur,  do  not  hesitate  for  one  moment  to 
puncture  and  give  free  exit  to  the  pus  formation. 

Conclusion. — It  must  not  be  supposed  that  I  advocate  rash  inter- 
ference ;  on  the  contrary,  my  opinion  is  that  we  should  wait  for  a 
certain  time,  and  then,  should  there  be  no  chance  of  the  fluid  being 
absorbed,  we  should  not  hesitate  to  give  immediate  relief.     I  did 
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so  in  this  case,  and  with  the  happiest  results.  I  kept  the  woman 
under  observation  for  some  time,  used  the  usual  palliative  treat- 
ment, observed  the  case  carefully  from  day  to  day,  found  that  it 
was  not  decreasing,  that  very  probably  it  was  increasing ;  and  then, 
fearing  a  fatal  cUnouement^  I  punctured  it,  gave  exit  to  a  large 
quantity  of  blood ;  and  the  result  was  success. 

The  Place  of  Puncture.^-'Now  let  me  say  a  few  words  as  to  the 
place  of  puncture. 

Barnes  and  others  who  have  written  upon  this  subject,  recom- 
mend puncture  through  the  vaginal  wall  into  the  cyst.  I  have  not 
been  able  to  find  out  any  author  who  has  recommended  puncture 
through  the  rectum.  Serious  objections  are  urged  against  punctur- 
ing through  the  rectum  septigeminse— the  escape  of  gas  and  fseces 
into  the  cavity  from  the  opening,  &c.  Well,  I  have  already 
given  my  reasons  for  having  adopted  the  rectal  puncture,  and  the 
result  was  successful.  I  have  no  objection  to  the  vaginal  puncture, 
but  if  I  am  the  first  who  has  given  exit  from  a  cyst  of  blood 
through  the  opening  per  rectum,  it  is  at  all  events  a  proof  that  it 
can  be  done  without  encountering  all  those  fearful  consequences 
mentioned  by  authors ;  that  if  we  adopt  proper  precautionary 
measures  we  need  not  fear  much  evil  consequences;  and  that, 
moreover — and  upon  this  I  wish  to  lay  particular  stress — ^we  are 
but  following  the  guiding  of  Nature's  hand,  which,  as  we  see,  in 
most  cases  causes  the  fluid— blood  or  pus-^to  endeavour  to  make 
its  exit  per  rectum. 

Note. — Sinoe  writing  the  paper  read  at  Section  of  Obstetrics,  I  was  present 
at  an  operation  b^  Br.  Hey  wood  Smith,  in  London,  in  which  he  made  an 
opening  per  rectum  into  a  rectal  tnmoar ;  it  contained  fcstid  pus ;  aboot  three 
pints  were  removed.    Drs.  Jones  and  Smith  kindly  asked  me  to  be  present. 
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The  practical  importance  of  the  aetiology  of  all  forms  of  intra-uterine 
death,  the  continued  obscurity  of  their  pathology,  and  the  great 
difficulty  of  their  prevention,  may  render  the  following  cases  and 
observations  on  one  of  the  most  important  of  these  causes  of 
embryonic  destruction  of  some  interest  :— 

Case  I. — L.  D.,  aged  twenty-eight  years,  the  mother  of  four 
children,  had  a  miscarriage  at  the  second  month,  early  in  December, 
and  was  admitted  to  St.  Monica's  Ward  on  April  15th,  in  a  state  of 
extreme  anaemia  from  uterine  haemorrhage,  from  which  she  had 
been  suffering  ever  since  the  date  of  the  abortion.  The  day  after 
admission  I  rapidly  expanded  the  cervical  canal  with  the  dilator  I 
recently  exhibited  to  the  Academy,  so  as  to  allow  the  introduction  of 
my  finger  into  the  uterine  cavity,  whence  I  removed  a  large  mass  of 
firmly  adherent  placental  structure,  which  was  found  to  have  under- 
gone vesicular  or  myxomatous  degeneration.  The  enlarged  uterus 
was  then  curetted,  and  subsequently  brushed  out  with  Churchill's 
iodine ;  the  patient  was  put  on  large  doses  of  liquor  ergotae,  together 
with  tincture  of  perchloride  of  iron,  under  the  influence  of  which 
the  uterus  speedily  regained  its  normal  size;  the  haemorrhage 
ceased,  and  within  ten  days  she  was  enabled  to  leave  the  hospital. 

The  history  of  this  case  is  very  similar  to  that  of  another  instance 
of  the  same  disease  that  I  met  with  some  years  since,  and  to  the 
particulars  of  which  I  may  therefore  very  briefly  refer : — 

Case  II. — E,  G.,  aged  thirty  years ;  married ;  eight  children ; 
admitted  May  9th,  suffering  from  persistent  uterine  haemorrhage, 
which  had  continued  since  November  last,  when  she  miscarried  at 
the  seventh   month.     On  admission  she  was  in  a  state  of  great 


296  Myxoma  of  the  Chorionic  Villi* 

# 
exhaustion,  and  completely  blanched  from  loss   of  blood.     Her 

pulse  was  120,  and  so  feeble  as  to  be  almost  imperceptible  at  the 
wrist ;  and  she  complained  of  tinnitus  aurium.  The  haemorrhage 
was  now  a  slight  but  incessant  draining,  with  occasional  gushes 
of  blood  on  every  exertion.  Stimulants  having  been  given,  the 
uterus  was  examined,  and  found  to  be  considerably  enlarged.  The 
OS  was  contracted,  but  sufficiently  dilatable  to  allow  the  intro- 
duction of  a  faggot  of  sea-tangle  tents;  after  which  the  vagina 
was  securely  plugged  with  sponge.  On  removing  the  tents  next 
morning  the  cavity  of  the  uterus  was  found  occupied  by  a  large 
hydatidinous  mass  attached  to  the  fundus.  The  removal  of  this 
growth,  which  filled  a  small  hand-basin,  and  of  a  small  portion 
of  firmly  adherent  placenta  from  which  it  grew,  was  attended  by 
considerable  haemorrhage,  which  was  arrested  in  the  ordinary  way, 
and  the  patient  made  a  rapid  recovery. 

This  case  was  the  first  instance  that  I  met  with  in  which  a 
large  myxomatous  growth  was  developed  from  a  very  small  portion 
of  adherent  placenta,  continuing  its  abnormal  vitality  for  five 
months  after  childbirth,  and  under  circumstances  which  prevented 
subsequent  impregnation.  A  fragment  of  the  retained  placenta,  on 
examination,  proved  to  be  in  a  state  of  fatty  degeneration. 

Importance  of  the  Study  of  Placental  and  Embryonic  Disease, — ^The 
history  of  all  cases  of  placental  disease  appears  to  me  deserving 
of  record,  since  in  the  comparative  paucity  of  communications  on 
this  subject  in  our  ^  Transactions,"  we  find  sufficient  evidence  that 
these  diseases  have  even  yet  attracted  less  attention  than  their 
practical  importance  demands.  It  should,  perhaps,  be  here  observed 
that  I  include  vesicular  mole  amongst  placental  diseases,  inasmuch 
as,  from  my  own  experience  and  observation,  I  can  confirm  the 
views  of  those  who  hold  that  in  such  cases  the  disease  generally 
begins  in  the  placental  chorionic  villi,  and  thence  the  cystic  proli- 
ferations extend  through  the  intervening  tissues  into  the  parenchyma 
of  that  structure.  The  obscurity  of  their  origin,  and  the  difficulty 
of  diagnosis  in  these  cases,  have — since  the  publication,  many  years 
ago,  of  the  late  Sir  James  Simpson's  memoirs  on  this  subject — been 
to  some  extent  cleared  away  by  the  papers  on  placental  diseases  of 
Dr.  Robert  Barnes  in  the  "  Medico-Chirurgical  Transactions,"  and 
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by  those  of  Drs.  Graily  Hewitt  and  Braxton  Hicka  in  the 
^^  Transactions  of  the  London  Obstetrical  Society,"  and  above  all  by 
the  elaborate  researches  of  Virchow,  and  by  Dr.  Priestley  in  his 
recent  work,  "  On  the  Pathology  of  Intra-uterine  Death."  Not- 
withstanding all  this,  however,  no  subject  of  equal  interest  in  a 
practical  as  well  as  in  a  physiological  point  of  view  remains  in 
greater  obscurity  than  the  diseases  of  the  placenta.  It  would  be 
superfluous  to  dwell  on  the  importance  of  this  still  neglected  field 
of  investigation,  or  to  do  more  than  observe  that  being,  as  it  is,  the 
sole  medium  of  vital  communication  between  the  foetus  in  utero  and 
the  mother,  any  deviation  from  the  normal  condition  of  the  placenta 
by  which  its  development  may  be  arrested  and  its  physiological 
action  impaired  or  perverted  must  be  of  serious  consequence  either 
to  mother,  or  to  child^  or  to  both. 

Various  Forms  of  Placental  Disease. — Amongst  the  diseases  of 
this  organ  afiPecting  the  mother  as  well  as  the  child  are  inflammations 
of  the  placenta,  especially  chronic  or  subacute  placentitis,  leading 
to  morbid  adhesions  between  the  afterbirth  and  uterus,  and 
occasionally  giving  rise  to  the  two  most  serious  complications  of 
pai-turition — viz.,  post-partum  hsBmorrhage  and  inversion  of  the 
uterus.  Another  placental  disease  of  no  less  importance  to  the 
mother  than  to  the  child  is  congestion,  sometimes  restilting  in 
hasmorrhage  or  placental  apoplexy ;  whilst  amongst  the  placental 
diseases  which  chiefly  affect  the  foetus  by  impairing  or  destroying 
the  structural  integrity  of  this  organ  are  oedema,  atrophy,  and 
hypertrophy  of  the  afterbirth,  and  the  various  forms  of  degenera- 
tion— ^fatty  and  calcareous ;  and,  above  all,  that  now  under  con- 
sideration— viz.,  vesicular,  or  myxomatous,  or,  as  it  was  formerly 
termed,  hydatidiform  degeneration.  In  my  own  practice  I  have 
now  met  with  five  cases  of  this  disease,  the  infrequency  of  which 
appears  from  the  following  table  :^ 

Autborlty  Caaes  admitted  into  the     Caaea  of  Hydatidinoua 

Rotunda  Hoapital  Diaeaae  reported 

Dr.  Collins         -         -        -         16,654 

Drs.  Hardy  and  M*Clintock  6,634  1 

Drs.  Sinclair  and  Johnston  13,748  4 
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Thus  it  appears  that  in  37,036  cases  admitted  into  the  Ljing-in 
Hospital,  there  were  only  five  instances  of  hydatidiform  mole 
recorded,  being  in  the  proportion  of  1  in  7,407  cases. 

Vesicular  or  hydatinous  disease  of  the  placenta  consists  in  dege- 
neration and  abnormal  proliferation  of  the  placental  chorionic  villi, 
usually  following,  although  occasionally  producing,  the  death  of  the 
foetus.  In  the  old  ^'  Dublin  Obstetrical  Transactions ''  and  elsewhere 
I  related  several  cases  of  this  kind.  In  most  of  these  the  hydatidi- 
form  mass  was  expelled  from  the  uterus  in  the  fifth  month.  In 
some  instances,  however,  such  growths  are  expelled  earlier,  as  in  a 
case  published  by  Dr.  Moorhead,  of  Weymouth,  in  which  a  hydatidi- 
form  ovum  was  produced  at  about  the  tenth  week  by  a  woman, 
aged  fifty,  who  had  not  had  a  child  for  twenty  years  before.  In 
other  cases  it  may  be  much  later,  as  in  my  second  case,  also  in  one 
related  by  the  late  Sir  James  Simpson,  in  both  of  which  the  patients 
reckoned  themselves  gone  beyond  the  full  time  of  utero-gestation ; 
and  in  another,  given  by  Mr.  Ley,  of  South  Molton,  in  which  the 
woman  was  supposed  by  herself  and  by  her  medical  attendant  to 
have  gone  the  full  term  of  nine  months.  The  symptoms  of  this 
diseaite  can  at  first  hardly  be  distinguished  from  those  of  ordinary 
pregnancy.  If,  however,  in  addition  to  the  signs  that  usually  denote 
the  death  of  the  foetus,  the  patient  experiences  occasional  gushes  of 
water,  together  with  slight  haemorrhage  from  the  uterus,  lasting  for 
a  short  time  and  recurring  at  irregular  intervals,  we  may  suspect 
the  existence  of  hydatidiform  disease  in  the  placenta  of  a  blighted 
foetus.  The  expulsion  of  these  growths  from  the  uterus  is  generally 
attended  with  severe  haemorrhage. 

History  of  this  Subfect.^^ At  a  time  when  I  had  more  leisure 
than  is  now  at  my  disposal,  I  collected  the  opinions  of  many  of 
the  older  authorities  on  the  character  of  these  growths,  and  some 
few  of  their  views  thereon  may  possibly  seem  to  others,  as  well  as 
to  myself,  of  sufficient  interest  to  warrant  their  brief  recapitulation 
in  this  connection. 

The  first  of  these  theories  is  that  of  Hippocrates,  who,  in  the 
treatise  ^'  On  Airs,  Waters,  and  Places,"  ascribes  the  occurrence  of 
uterine  hydatids  to  the  effect  of   drinking  marsh   and  stagnant 
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waters.  Dr.  Adams,  in  bis  learned  comroentarj  on  the  work  of 
Hippocrates,  says :--''  It  may  appear  singular  that  hydatids  of  the 
womb  should  be  peculiarly  prevalent  in  the  case  of  women  that 
drink  unwholesome  water  from  marshes,  and  yet  our  author*s 
observation  is  confirmed  by  a  modem  authority,  as  quoted  by 
Coray:— *I1  a  ^t^  dgalement  prouv^  par  les  observations  des 
modemes,  que  les  fausses  grossesses  produites  par  les  hydatids  sont 
tr^-communes  dans  les  pays  mar^cageuz  oil  la  plupart  des  babitans 
ont  une  constitution  l&che,  propre  k  I'affection  scorbutique  qui  y  est 
presque  end^mique,  qu'elles  se  terminent  plus  ou  moins  tard  par 
I'excretion  de  ces  hydatids.'  "  ' 

A  full  account  of  the  ancient  doctrines  on  this  subject  may  be 
found  in  Crooke's  MiKpoefiorpafpia^  published  in  1651.  And  as  that 
work  is  not  very  commonly  met  with  at  the  present  day,  I  regret 
that  the  space  at  my  disposal  only  suffices  for  a  few  lines  of  quotation 
from  this  very  curious  volume  : — "  To  perfect  conception,"  says  our 
author,  "  there  is  further  required  an  ^IxpaeU  or  laudable  temper 
of  the  womb :  for  those  whose  wombs  are  either  hot  or  cold,  or 
moist  or  dry  above  measure,  does  not  conceive,  as  saith  Hippocrates. 
If,  therefore,  any  of  these  things  be  wanting,  we  cannot  hope  for  a 
lawful  conception,  but  either  there  will  be  none  at  all,  or  a  depraved 
and  vicious,  such  as  is  of  the  moon  calf  or  mola.  For  Nature  rather 
endeavoureth  an  imperfect  and  depraved  conception  than  none  at 
all,  because  she  is  greedy  of  propagation,  and  diligent  to  maintain 
the  perpetuity  of  the  kind  of  things:  whereupon,  rather  than  she  will 
do  nothing,  she  will  endeavour  anything  how  imperfect  soever.*'^ 

One  of  the  most  interesting  ^' Exercitations "  in  ^'Harvey's 
Treatise  on  Generation  "  is  that  in  which  mention  is  made  of  this 
subject.  Harvey  observed  that  these  substances  are  usually  expelled 
in  the  early  stage  of  the  supposed  pregnancy,  and  his  ideas  on  the 
point  appear  to  coincide  with  those  of  Hippocrates  generally .<' 

*  Hfppocratet  Translate^  with  AnnotatioiiB.  By  Francis  AdamH)  LL.D. 
Sydenham  Sooiety  Edition.    Vol.  I.,  p.  197.    London.    1849. 

^  Mutpotfuyrpoi^la.  A  Description  of  the  Body  of  Man,  together  with  the 
GontroTersies  and  Figures  thereupon  belonging.  By  Helkiah  Orooke,  Doctor 
in  Physicke,  Physitian  to  His  Majesty.    FoUo.    London.    1651.    P.  219. 

^  Harvey  on  Generation.    Exerdtation  the  66th,  p.  420.    Edition  of  1663. 
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already  familiar  to  the  Academy.  On  the  latter  point  I  shall 
therefore  merely  add  that  the  majority  of  recent  authorities  sup- 
port the  views  concerning  the  pathology  of  vesicular  mole  or,  as  it 
is  sometimes  termed,  myxoma  of  the  chorionic  villi,  which  are 
clearly  expressed  in  the  late  Dr.  Spiegelberg's  '^Text-book  of 
Midwifery,"^  an  English  version  of  the  first  volume  of  which  has 
been  lately  published  by  the  New  Sydenham  Society. 

The  vesicular  or  cystic  mole,  according  to  Spiegelberg,  consists 
of  a  conglomerate  of  vesicles  filled  with  pale,  and  for  the  most  part 
clear,  fluid,  which  are  surrounded  by  the  decidua,  and  in  places 
project  through  it.  They  vary  in  size  from  a  walnut  to  a  millet 
seed,  and  are  connected  with  each  other  by  thin  threadlike  stalks. 

The  vesicles  are  degenerated  chorionic  villL  The  degeneration 
consists  of  an  abundant  proliferation  of  the  villi,  and  of  hyper* 
trophy  of  the  internal  mucoid  matrix  of  the  individual  villus,  the 
nuclei  and  cells  increasing  like  the  intercellular  substance.  In  the 
fresh  condition  each  vesicle  has  an  epithelial  covering ;  next  to  this 
comes  the  ground  substance  consisting  of  a  closer  tissue  with  small 
stellate  cells,  which  are  connected  with  the  separate  fibres  of  the 
tissue.  The  substance  forming  the  stalks  is  very  much  like 
Wharton's  jelly  and  consists  of  a  firm  mucous  tissue,  whose  fibres 
are  arranged  longitudinally  and  pass  imperceptibly  into  the  homo- 
geneous layer  of  the  vesicles.  The  fluid  contained  in  the  latter 
shows  a  great  similarity  in  composition  to  liquor  amnii,  but  in 
addition  tu  albumen  it  contains  comparatively  much  mucin. 

If  the  vesicular  mole  is  formed  at  a  very  early  date^  as  is  the  rule, 
the  whole  surface  of  the  ovum  undergoes  degeneration,  the  embryo 
perishes,  is  disintegrated,  and  no  remnant  of  it  can  be  found. 
When  the  degeneration  sets  in  after  the  placenta  is  formed^  it  is 
limited  to  the  latter,  although  the  whole  surface  of  the  ovum 
generally  appears  on  superficial  observation  to  be  covered  by  the 
cysts ;  the  foetal  cavity  in  this  case  is  usually  very  distinct,  and  the 
remnant  of  the  embryo  or  even  the  whole  (atrophied)  foetus  is 

•■  A  Text  Book  of  Midwifery.  By  the  late  Otto  Spiegelberg.  Tnmslated 
from  the  GermaD  by  J.  B.  Hurry,  M.D.  New  Sydenham  Society,  London. 
1887.    Vol.  I.,  p.  461. 
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present  in  it.  Sometimes  a  simultaneous  increase  of  the  liquor 
amnii  takes  place.  Degeneration  of  certain  lobes  of  the  placenta 
in  the  midst  of  healthy  ones — ■partial  m^^coma-^indeed  in  some 
places  in  different  cotyledons,  is  also  met  with,  and  under  such 
conditions  no  injury  need  result  to  the  foetus. 

The  vesicular  mole  with  a  healthy  foetus  has  several  times  been 
seen.  The  cause  of  the  hyperplasia  of  the  villi  is  unknown.  It  is 
undecided  whether  it  indicates  primary  disease  in  the  ovum,  cr 
depends  on  some  irritation  due  to  disease  of  the  internal  surface  of 
the  uterus,  or  to  the  maternal  blood.  That  it  is  not  a  consequence  of 
a  very  early  death  of  the  embryo,  as  is  still  often  supposed,  is  clear, 
even  though  the  villi  may  possibly  continue  to  grow  for  some  time 
after  the  death  of  the  foetus.  Such  a  supposition  is  contradicted 
by  the  rarity  of  vesicular  moles,  compared  with  the  much  more 
common  early  death  of  the  embryo,  by  this  pathological  growth 
occurring  after  the  formation  of  the  placenta  has  begun,  by  the 
fact  that  atrophied  embryos  are  met  with  in  the  moles,  and  by  the 
cases  of  partial  degeneration.  The  death  of  the  foetus  must  there- 
fore be  looked  upon  as  a  consequence  of  the  degeneration.  The 
view  which  seeks  to  explain  such  degeneration  by  a  morbid  condition 
of  the  uterine  mucous  membrane  (decidua)  is  supported  by  evidence 
of  such  disease  obtained  in  different  ways,  and  by  the  cases  of 
partial  degeneration.  In  those  cases,  however,  in  which  no  disease 
can  be  found  in  the  uterus  it  becomes  probable  that  the  cause  of 
the  hyperplasia  is  to  be  sought  for  in  an  anomalous  development  of 
the  allantoiSj  all  the  more  so  as  vesicular  structures  have  also  been 
observed  in  the  umbilical  cord.  This  view  can  also  explain  those 
cases  of  the  degeneration  of  one  twin  ovum  side  by  side  with  a 
normal  second  twin. 

Vesicular  Moles  without  Impregnation. — The  question  as  to  the 
probable  occurrence  of  vesicular  moles  independently  of  impregna- 
tion in  some  instances,  may  be  one  of  great  importance  in  reference 
to  the  character  of  the  patient.  On  this  point  Dr.  Priestley  has 
expressed  a  very  decided  opinion.  This  question,  he  says,  came 
before  a  Court  of  Inquiry  in  India  some  years  ago,  and  involved 
both  the  character  of  an  unmarried  woman  and  the  reputation  of 
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a  medical  man  whose  opinion  had  impugned  her  chastity.  The 
medical  man  collected  the  opinions  of  all  the  leading  obstetricians 
in  this  country,  and,  although  the  balance  of  opinion  greatly 
preponderated  in  favour  of  vesicular  chorion  being  always  the 
result  of  impregnation,  there  was  at  least  one  notable  dissentient, 
who  believed  that  the  vesicles  might  be  formed  in  the  virgin  uterus. 
We  now  know  so  accurately  the  way  in  which  these  vegetations 
are  produced  that  doubt  should  no  longer  exist  on  the  matter. 
With  our  present  knowledge  it  would  be  just  as  reasonable  to 
suppose  that  a  child  might  be  expelled  from  an  unirapregnated 
uterus  as  a  true  vesicular  chorion.*  For  my  own  part,  loath  as  I 
am  to  differ  from  so  eminent  an  authority  on  this  subject  as  Dr. 
Priestley,  and  although  I  have  not  myself  met  with  ca^es  of 
vesicular  mole  which  were  not  accompanied  by  the  ordinary  history 
and  symptoms  of  pregnancy,  I  nevertheless  agree  with  my  old 
friend,  the  late  Dr.  Montgomery,  that  even  yet  '^  our  knowledge  on 
this  point  is  by  no  means  sufficiently  precise,  nor  our  collection  of 
facts  sufficiently  extended  to  warrant  us  in  pronouncing  positively 
on  the  question,  or  asserting  decidedly  in  a  case  of  suspicion  that  a 
woman  was  pregnant  merely  because  she  discharged  hydatids  from 
the  uterus."  Nor  can  there  be  any  doubt  that  several  apparently 
well-authenticated  cases  that  would  seem  to  support  the  contrary 
opinion  have  been  recorded  by  authorities  whose  veracity  is 
unimpeachable.  Thus  Dr.  Samuel  Ash  well,  in  his  treatise  '^On 
the  Diseases  of  Women,"  speaking  of  the  vesicular  mole  of  the 
uterus,  says: — '^I  have  seen,  at  least,  one  example  where  they 
were  the  result  of  diseased  action  of  the  uterine  lining  membrane, 
independently  of  sexual  intercourse." 

Mr.  Douglas  Fox,  Surgeon  to  the  Derbyshire  Infirmary,  also 
reported  the  particulars  of  a  case  ^^in  which  a  large  mass  of 
vesicular  hydatids  was  expelled  from  the  uterus  of  a  maiden  lady, 
where  the  hymen  was  unruptured,  and  of  whose  chastity  there 
could  not  be  a  suspicion."  Somewhat  similar  cases  have  been 
related  by  Dr.  Hamilton,  Dr.  Fischer,  and  other  writers. 

*The  Pathology  of   Intra  uterine  Death.     By  Wm.  O.  Priestley,  M.D. 
London.    1887.    P.  112. 
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It  would  be  useless  here  to  refer  further  to  this  question,  or  to 
review  the  many  theories  that  have  been  suggested  in  explanation 
of  such  cases  at  different  times.  For  my  own  part,  I  still  adhere 
to  the  views  I  have  maintained  for  many  years  on  this  subject — 
viz.,  firstly,  that  in  the  great  majority  of  cases  these  growths 
originate  in  the  cystic  degeneration,  or  proliferation,  of  the 
exochorionic  villi  of  a  blighted  ovum.  Secondly,  that  cases,  how- 
ever, may  also  occur  in  which  similar-looking  products  are  found 
in  the  uterus,  independently  of  impregnation.  Thirdly,  that  the 
few  well-authenticated  and  exceptional  instances  of  the  latter 
kind  may  probably  be  accounted  for  on  the  supposition  of  their 
origin  in  the  ovary  itself,  and  that  the  diseased  ovum  is  thus 
primarily  vitiated  ere  its  arrival  in  the  uterus,  where  it  subse- 
quently becomes  adherent,  and  whence  it  continues  to  derive 
nutrition  for  its  abnormal  vitality  and  cystic  proliferation  or 
monstrous  development,  until,  by  its  bulk,  expulsive  action  is 
produced. 

Treatment. — In  the  way  of  treatment  I  know  of  nothing  that 
can  be  done  to  arrest  the  progress  of  the  disease,  but  an  attempt 
should  always  be  made  to  prevent  its  recurrence  by  improving  the 
general  health  of  the  patient  by  alteratives  and  ferruginous  tonics, 
especially  any  of  the  saline  chalybeate  waters,  such  as  Ems  or 
Kissengen  abroad,  or  Tunbridge  Wells  and  Lisdoonvama  at  home. 

It  has  been  recommended  that  we  should  bring  on  the  expulsion 
of  these  vesicular  moles  as  soon  as  they  are  discovered.  This, 
however,  is  clearly  wrong  practice;  for  it  is  quite  possible  thnt 
only  a  portion  of  the  placenta  may  be  affected ;  or,  as  I  have  seen, 
the  birth  of  a  healthy  living  child  may  be  immediately  followed  by 
the  myxomatous  placenta  of  a  blighted  twin  conception.  Hence, 
even  if  this  disease  could  be  diagnosticated  at  any  time  during  the 
nine  months  of  pregnancy,  we  should  still  let  nature  take  her  course, 
rather  than  by  unnecessary  interference  run  the  risk  of  destroying 
a  living  foetus  which  experience  has  shown  may  possibly  co-exis 
with  the  vesicular  growth  in  utero. 
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CASE  OF  EPISPADIAS. 
By  JOHN  VINCENT  LENTAIGNE,  F.R.C.S. ; 

Surgeon  to  the  Mftier  Mieerioordisa  BoipitaL 
[Read  in  the  Section  of  Patholegj,  NoTembcr  4,  1887 J 

The  deformity  known  as  epispadias,  which  is  commonly  defined  as 
a  deficiency  in  the  anterior  wall  of  the  urethra,  is  of  sufficient 
rarity  to  make  me  think  it  wOTth  while  to  bring  forward  the  case 
I  have  shown  to-night. 

The  subject,  as  you  have  seen,  is  a  fine,  healthy-looking  boy, 
three  years  old,  who  seems  to  be  normally  formed  in  every  respect, 
except  that  the  urethra,  instead  of  being  situated  in  the  usual 
position,  is  represented  by  a  slit  or  furrow  lined  by  mucous  mem- 
brane on  the  dorsum  of  the  penis. 

This  furrow  extends  along  the  junction  of  the  corpora  caver- 
nosa, and  a  little  more  than  half  way  down  the  dorsum  of  the 
glans  in  the  median  line ;  it,  however,  does  not  reach  the  extre- 
mity of  the  glans.  Above  the  root  of  the  penis  we  see  an  opening 
from  which  this  furrow  extends.  The  urine  flows  out  through 
this  opem'ng,  the  margin  of  which  is  lined  above,  as  far  as  can  be 
seen,  by  normal  skin  continuous  with  that  of  the  lower  part  of  the 
abdomen.  There  is  a  perpetual  but  slight  dribble  of  urine  from 
this  opening ;  but  the  boy's  mother  informs  me  that  at  times  a 
considerable  quantity  is  voided  in  a  distinct  stream.  A  No.  5 
catheter,  when  passed  through  this  opening,  penetrated  for  a  depth 
of  two  inches ;  when  introduced,  the  point  could  be  directed  back- 
wards, upwards,  or  to  either  side,  but  not  downwards.  The  urine 
flowed  out  through  the  catheter  and  along  its  sides.     Each  time  I 
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introduced  the  instrument,  after  a  sufficient  interval,  a  tablespoon^- 
f  ul  or  more  of  urine  flowed  out  in  a  distinct  stream,  giving  evidence- 
of  the  presence  of  a  cavitj  in  which  this  fluid  had  collected. 

The  prepuce  is  represented  hj  a  large  and  loose  fold  of  skin, 
hanging  bj  a  kind  of  f rsenum  from  the  under-surf ace  of  the  penis 
at  its  junction  with  the  glans ;  it  is  also  partly  attached  to  the 
under-surface  of  the  glans. 

The  scrotum  is  normal,  and  contains  a  pair  of  testes,  also  appa- 
rentlj  normal.  The  case  is  thus  one  of  complete  epispadias  with- 
out extroversion  of  the  bladder. 

Epispadias  in  any  form  is  a  comparatively  rare  deformity ;  when 
complete,  it  is  almost  invariably  associated  with  extrophy  of  the 
bladder. 

The  form  present  in  this  case  is  extremely  uncommon.  Agnew^ 
writing  in  1881,  states  that  there  had  been  but  one  recorded  case- 
that  described  by  Dolbeau— of  which  an  autopsy  was  obtained.. 
No  one  has  yet  given  any  satisfactory  explanation  of  the  deviation 
from  the  normal  which  produces  this  deformity,  and  it  may,  per- 
haps, help  us  a  little  in  this  direction  if  we  look  back  aver  the 
history  of  this  region  in  the  embryo. 

In  the  fifth  or  sixth  week  we  find  a  cloaca  or  common  cavity, 
which  subsequently  divides  into  the*  anus  behind  and  the  urogenital 
canal  in  front,  the  latter  ultimately  becoming  the  urethra. 

Immediately  in  front  of  this  cloaca  is  found  a  tubercle — the 
genital  tubercle  which  subsequently  forms  the  penis  and  scrotum^ 
The  division  of  the  cloaca  takes  place  about  the  second  month.  It 
is  not  definitely  known  how  the  septum  is  formed,  but  it  is  generally 
supposed  to  result  from  a  growing-in  of  the  sides  of  the  doacai. 
Now,  if  we  could  imagine  the  genital  tubercle  to  be  situated  on 
the  side  of  the  cloaca  and  to  be  included  in  the  tissue  which  grows 
in  to  form  the  septum,  so  as  to  be  ultimately  situated  behind, 
instead  of  in  front  of,  the  urogenital  canal,  we  should  find  a  state  of 
things  which  might  reasonably  be  expected  to  result  in  a  condi- 
tion similar  to  what  we  find  in  this  case. 


CASE  OF  PHLEGMASIA  ALBA  DOLENS. 
By  E.  H.  BENNETT,  M.D.,  F.R.C.a ; 

Surgeon  to  Sir  P.  Dun's  Hoepital ;  Profesaor  of  Suigery,  Trinity  College. 
[Bead  before  the  Section  of  Pathology,  November  4,  1887.] 

The  patient,  a  girl  of  fifteen  years,  was  admitted  on  the  30th 
September,  1886,  into  Sir  Patrick  Dun's  Hospital,  and  remained 
there  until  the  27th  of  June,  1887,  when  she  died.  When  admitted 
she  had  phlegmasia  alba  dolens  affecting  the  whole  of  the  left  leg, 
which  was  distended  with  hard  white  oedema.  She  was  extremely 
emaciated  and  anaemic,  and  her  oedematous  leg  was  in  strong  contrast 
with  the  rest  of  her  body.  There  was  great  difficulty  in  assigning 
any  cause  for  the  ailment,  pregnancy  and  parturition  being  entirely 
out  of  the  question.  She  suffered  from  great  gastro-intestinal 
irritation,  which  was  complicated  with  vomiting  and  diarrhoea, 
accompanied  by  pain. 

So  prominent  were  these  symptoms  that  at  first  we  thought  that 
the  case  might  be  one  of  typhoid  fever,  which  was  even  approaching 
the  stage  of  recovery.  The  course  of  the  case  put  that  diagno>is 
out  of  the  question.  There  was  always  great  abdominal  pain  and 
irritation,  which  could  not  be  controlled  by  any  remedy  save  the 
most  careful  attention  to  diet,  milk  being  the  only  thing  that  the 
patient  could  bear.  Three  weeks  after  her  admission  oedema  of  the 
right  limb  commenced,  and  the  condition  of  the  right  leg  soon  became 
the  same  as  that  of  the  other.  It  was  evident  that  there  was 
obstruction  of  the  left  femoral  and  iliac  veins,  and  that  it  had 
extended  up  to  and  involved  the  common  iliac  vein  on  the  right 
side.  Clinically  the  case  was  an  extremely  easy  one  to  read  so  far 
as  the  local  changes  went,  and  before  the  swelling  of  the  right 
limb  occurred  it  was  prognosticated  that  it  would  occur.  The 
femoral  vein  could  be  felt  hard  and  distended  on  the  left  side. 
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and  when  the  oedema  on  the  right  side  occurred  the  vein  on  the 
opposite  side  was  as  firm  and  hard  under  the  finger  as  a  cord. 
After  this,  without  anj  material  change  in  the  general  system, 
collateral  circulation  of  the  venous  system  of  the  abdomen  began 
to  establish  itself,  with  a  reversal  of  the  blood  currents,  these 
being  directed  towards  the  thorax  instead  of  the  groin.  There 
was  then  some  slight  clearing  up  of  oedema,  and  just  a  prospect 
of  recovery.  Still  the  gastro-intestinid  irritation  remained — and 
then  suddenly  there  came  an  accession  of  symptoms,  indicating 
uraemic  poisoning.  Tlien  there  was  rapidly  developed  extreme 
oedema  of  the  whole  body,  which  pitted  easily ;  and  finally,  with 
uraemic  phenomena,  death  took  place.  I  will  now  show  what 
we  guessed  at  as  the  cause  of  the  disease,  but  could  not  dis- 
tinguish with  certainty.  There  were  two  great  cylindrical  patches, 
close  to  each  other,  in  the  lower  portion  of  the  small  intestine,  oi 
tubercular  ulceration  of  the  intestine,  with  a  great  series  of  enlarged 
glands  infiltrated  with  tubercular  matter  occupying  the  mesentery. 
There  was  no  tuberculosis  of  the  lung ;  but  the  gastro-intestinal 
phenomena  appeared  to  be  produced  entirely  by  the  condition  of  the 
small  intestine.  The  femoral  and  iliac  veins  and  tributaries  were 
occluded.  The  vena  cava  inferior  was  a  complete  fibrous  cord, 
shrunken  and  flattened  out.  When  it  was  traced  up  between  the 
kidneys  there  was  found  a  great  firm  thrombus,  which  had  already 
undergone  calcification.  Then  came  the  most  interesting  point  in 
the  case.  On  the  surface  of  that  calcified  thrombus,  and  projecting 
up  the  occluded  vein,  with  its  base  between  the  veins  of  the  kidneys, 
was  a  fresh  newly  formed  thrombus  superadded  upon  it.  From  this 
thrombi  had  extended  into  the  renal  veins,  which  were  completely 
occluded  in  their  paths  towards  the  kidneys ;  and  the  greater  num- 
ber of  the  small  branches  in  the  substance  of  the  kidneys  were 
also  absolutely  and  entirely  occluded.  By  the  sec<Hid  deposit  of 
coagulum  on  the  basis  of  the  old  thrombus,  and  its  recent  extension 
into  both  the  renal  veins,  the  fatal  issue  was  brought  about,  accom- 
panied by  the  uraemic  phenomena  and  ultimately  suppression  of  the 
urinary  secretion,  and  the  rapid  development  of  general  anasara, 
which  last  was  absent  in  the  earlier  stages  of  the  case* 


CASE  OF  DYSENTERY, 
FOLLOWED  BY  GANGRENE  OF  THE  FOOT. 

Bt  WALTER  G.  SMITH,  M.D. ; 

Phjsidan  to  Sir  Patrick  Dvn'a  Hospital; 
B^g'B  ProfoflBor  of  Materia  Medica,  Trinity  College^ 

[Bead  in  tke  Section  of  Pathology,  Deoember  2, 1887.] 

Mart  L.,  aged  nineteen  years,  married  eight  months,  was  admitted, 
September  2nd,  1887,  suffering  from  profuse  diarrhoea,  accom- 
panied bj  hsemorrhage.  Her  illness  commenced  on  August  27th, 
and  was  ascribed  to  eating  some  iish  which  was  not  quite  fresh. 

She  was  almost  in  a  state  of  collapse  when  admitted;  eyes 
sunken,  countenance  dusky,  pulse  132,  and  extremely  feeble ; 
T.  99*5.  The  stools  were  very  frequent,  about  three  times  in  an 
hour,  and  the  motions  were  deeply  stained  with  blood.  A  hypo- 
dermic dose  of  morphine  was  administered,  and  she  receired  several 
astringent  and  sedative  enemata.  During  the  evening,  her  left  Teg 
suddenly  became  cold,  and  sensation  was  lost  below  a  level  about 
three  inches  beneath  the  knee.  The  diarrhoea  proved  uncontrol- 
lable, and  she  remained  for  several  days  in  a  condition  of  extreme 
prostration,  the  T.  never  rising  so  high  as  101*.  Urine  contained 
albumen.  On  Sept.  5th,  she  complained  of  pain  and  tenderness  in 
the  left  popliteal  space,  and  the  toes  were  observed  to  be  affected 
with  gangrene.  The  necrosis  spread,  and  soon  involved  all  tlie 
toes  and  the  anterior  half  of  the  foot.  She  died  suddenly  on  the 
morning  of  the  9th,  after  some  attempt  at  rallying  the  day  before 
her  death. 

Po«f-mor^«m.— PoPterior  wall  of  uterus  congested.  Mesenteric 
glands  enlarged.  Slight  perisplenitis.  Kidneys  appeared  normal 
on  section ;  right  weighed  4  oz. ;  left,  5  oz. 

Jniestines,  when  slit  open,  showed  nothing  abnormal  up  to  the 
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commtsncement  of  the  ileum,  where  a  hemorrhagic  Peyer's  patch 
was  seen.  Ileo-ciecal  valve  normal.  In  the  caecum  and  ascending 
colon  there  were  numerous  follicular  slcers,  with  raised  edges,  and 
scattered  haomorrhagic  spots.  The  mucous  memhrame  was  slate- 
coloured  and  mottled  with  shreds  of  grey  false  membrane.  In 
some  places  the  mucous  membrane  was  of  a  rose  colour,  and  pro- 
jected in  round  tuberous  masses.  Much  the  same  appearances 
were  exhibited  in  the  transverse  and  descending  colon,  viz.,  diffuse 
necrosis  with  greenish  sloughs  of  diphtheritic  exudation.  The 
interior  of  the  rectum  presented  a  worm-eaten  appearimce,  coupled 
with  turgid  (Edematous  folds  of  mucous  membrane,  wliich  had  been 
felt  during  life,  when  the  rectum  was  digitally  examined. 

The  left  common  iliac  and  external  iliac  arteries  were  smaller 
than  their  fellows,  but  nothing  was  found  in  the  femoral,  popliteal, 
posterior  tibial,  or  peroneal  arteries  to  account  for  the  gangrene  of 
the  foot. 

The  thoracic  viscera  were  healthy. 


DYSENTERIC  ULCERS  IN  THE  RECTUM  WITH 
GANGRENOUS  ULCERS  OF  THE  STOMACH. 

By  JAMES  LITTLE,  M.D. ; 

President  of  the  King  And  Queen's  College  of  Physicians  in  Ireland ; 

Physician  to  the  Adelaide  Hospital. 

[Bead  in  the  Section  of  Pathology,  December  2,  1887.] 

In  the  middle  of  last  October  a  man,  forty-five  years  of  age, 
sought  admission  into  the  Adelaide  Hospital,  suffering  from  severe 
abdominal  pain.  It  was  ascertained  from  independent  sources  that 
he  had  been  of  very  intemperate  habits.  He  said  he  had  had  a 
cough  for  many  months,  and  a  physical  examination  showed  that  he 
was  suffering  from  phthisis,  but  not  in  an  advanced  stage.  In  the 
summer  an  abscess  had  formed  near  the  rectum,  in  consequence  of 
which  he  was  for  four  or  five  weeks  in  the  Richmond  Asylum, 
and  he  left  it  with  a  fistulous  orifice  discharging  near  the  rectum. 
He  remained  at  home  for  several  weeks  in  broken  down  health, 
and  suffering  from  irritation  at  the  lower  end  of  the  rectum. 
Seven  days  before  he  came  into  the  hospital  he  was,  while  sitting  at 
the  fire,  seized  with  severe  pain  in  the  right  side  of  the  abdomen, 
apparently  in  the  direction  of  the  hepatic  flexure  of  the  colon. 
He  remained  at  home  suffering  from  the  pain,  and  from  that  time 
until  his  admission  to  hospital  his  bowels  only  acted  once.  At  the 
time  of  admission  he  complained  of  pain  in  the  epigastrium, 
which  was  swoUen  and  so  exquisitely  tender  that  he  was  unwilling 
to  be  examined.  After  some  days  the  severe  pain  subsided,  but 
his  bowels,  which  during  the  first  few  days  that  he  was  in  hospital 
had  remained  confined,  became,  without  anything  having  been 
done  to  cause  such  a  change,  very  loose,  and  the  looseness 
continued  from  that  time  until  his  death.  On  account  of  the  great 
discharge  of  purulent  matter  there  was  difficulty  in  examining  his 
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stools.  He  was  very  unwilling  to  be  moved  or  disturbed,  and  I 
did  not  see  any  stools  that  had  a  dysenteric  character.  He  died  a 
fortnight  after  his  admission.  A  post  mortem  was  made  by  Dr. 
Bewley,  who  found  small  cavities  in  the  lungs.  The  liver  was 
very  large,  and  had  the  appearance  seen  in  peraons  who  have  died 
of  acute  fever.  The  under-surface  of  the  left  lobe  of  the  liver 
was  adherent  to  the  anterior  wall  of  the  stomach,  and  it  suddenly 
gave  way  and  a  quantity  of  purulent  matter  escaped.  A  large 
sloughy-looking  ulcer  was  found  in  the  anterior  wall  of  the 
stomach,  the  roof  of  which  was  formed  by  the  lower  portion  of 
the  left  lobe  of  the  liver.  There  was  also  a  small  ulcer  in  the 
stomach.  The  sloughy-looking  m&ss  connected  with  the  large 
ulcer  was  like  the  sui*face  of  a  large  anthrax,  and  it  communicated 
with  the  stomach  by  an  orifice  which  can  be  seen  in  the  specimen. 
The  stomach  ulcer  was  not  a  chronic  one,  for  there  was  no 
thickening  of  the  edges,  and  the  surface  of  the  ulcer  was  covered 
with  gangrenous-looking  material.  The  csecum  was  found  to  be 
rather  extensively  ulcerated.  It  contained  several  ulcers,  but  they 
were  rather  superficial.  In  the  transverse  and  descending  colons 
and  at  the  sigmoid  fiexure  ulcers  were  also  numerous.  The 
maximum  amount  of  change  was  in  the  rectum  and  in  the  caecum. 
The  question  was,  had  the  man  suffered  from  dysentery,  and  were 
the  ulcers,  and  other  conditions  of  the  stomach,  the  result  of 
superficial  abscesses  of  the  liver  opening  into  the  stomach.  It  was 
evident  that  something  must  have  suddenly  happened  at  the  time 
he  was  seized  with  the  pain,  and  no  doubt  at  that  time  the 
mischief  in  the  liver  and  stomach  first  began.* 

*It  was  sabBeqoently  ascertained  that  this  patient  had  been  for  some  weeks 
daring  the  Summer  an  inmate  of  the  Richmond  Asylum,  where  dysentery 
prevailed. 


DYSENTERY:  CASES  OBSERVED  IN  RICHMOND 
(DUBLIN  DISTRICT)  ASYLUM. 

Bt  CONOLLY  NORMAN,  F.R.C.S. ; 

Medical  Soperintendent* 
[Read  in  the  Seotion  of  Pathology,  December  2, 1887.] 

Dtsrntert,  till  coinparatively  recent  years,  has  always  been  a 
relatively  prevalent  disease  in  Ireland.  Cheyne  quotes  Boate,  who 
teUs  us  that  this  affection  **  doth  greatly  reign  in  Ireland,  as  well 
among  those  of  the  country  as  among  strangers,  wherefore  the 
English  inhabitants  have  given  it  the  name  of  the  country  disease." 
He  further  mentions  Sydenham's  term,  **  endemic  dysentery  of 
Ireland,"  and  refers  to  the  havoc  wrought  by  this  disease  during 
the  wars'  that  devastated  the  country  throughout  the  greater  part 
of  the  17th  century.  He  has  not  referred  to  the  interesting  testi- 
mony of  the  Parliamentary  General,  Ludlow,  who  succeeded  Col. 
Michael  Jones  in  his  command  in  Ireland  when  that  officer  suc- 
cumbed to  "  the  flux."  Ludlow  tells  how  the  flux  and  "  the  plague  " 
(apparently  a  malignant  form  of  intermittent)  prevailed  in  both 
armies.  "  Many  of  ours,"  he  says,  "  were  so  distempered  with  the 
flux,  that  they  were  forced  to  fight  with  their  breeches  down." 
The  mortality  in  those  terrible  times  was  very  great.  Throughout 
the  eighteenth  century  the  flux,  or,  as  it  was  more  commonly 
called,  "the  looseness"  continued  to  prevail.  Coming  to  more 
recent  days,  we  find  from  Cheyne*s  account  that  dysentery  was 
very  frequent  in  army  hospitals  and  barracks  in  Ireland  some 
twenty  years  before  the  date  of  his  paper  (1822).  Cheyne  has 
given  an  admirable  account  of  the  epidemic  which  he  treated  in 
the  Whitworth  Hospital,  Dublin,  in  the  year  1818.  Dr.  Mayne  gives 
the  history  of  an  epidemic  occurring  in  Dublin  in  the  years  1846-48, 
and  Dr.  Joseph  Lalor,  my  predecessor  in  the  charge  of  the  Dublin 
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Asjlum,  wrote  a  descriptioQ  of  an  epidemic  of  dysentery  observed 
%y  him  m  Kilkenny  ia  1646. 

In  old  times  asylums  were  favourite  seats  of  d3rsentery  in  other 
tsountries  as  well  as  in  Ireland.  This  has  long  ceased  to  be  the 
case.  It  is  by  a  mere  coincidence  that  perhaps  the  best  account 
extant  of  the  disease,  as  appearing  in  northern  latitudes,  is  the 
Report  upon  the  epidemic  of  dysentery  in  the  Carlisle  Asylum  in 
the  year  1864  by  Dr.  CloustoD,  now  so  well  known  as  the  Superin- 
tendent of  the  Royal  Edinburgh  Asylum,  and  the  leader  of  his 
specialty  in  Scotland, 

The  Richmond  District  Asylum,  Dublin,  which  for  several 
years  has  received  only  patients  from  five  counties,  was  originally 
used  for  the  reception  of  lunatic  poor  from  all  parts  of  Ireland. 
It  was  opened  in  the  year  1814. 

I  find  by  reference  to  the  oldest  existing  records  of  the  institu- 
tion that  deaths  from  dysentery  took  place  in  the  year  1817.  The 
old  registers  are  so  very  imperfect  that  their  negative  evidence  is 
not  trustworthy,  and  in  the  absence  of  any  medical  records  worthy 
of  the  name  we  are  left  to  conjecture  that  this  affection  may  have 
been  less  prevalent  in  the  earlier  history  of  the  asylum  than  it  has 
been  of  late  years.  At  any  rate,  there  is  no  evidence  to  show  that 
it  attracted  any  special  attention. 

Dysentery  was  at  that  period  very  common  in  the  country,  and 
very  destructive  in  public  institutions.  In  1818,  the  year  of  the 
epidemic  which  Gheyne  dealt  with  in  the  adjacent  Whitworth 
Hospital,  but  two  deaths  from  dysentery  are  recorded  in  the 
Richmond  Asylum.  Similarly  the  mortality  from  this  cause  may 
have  been  low  in  1846,  1847,  and  1848.  In  the  two  latter  years 
only  five  deaths  from  this  cause  were  placed  on  record;  while 
Mayne,  for  the  three  years  named,  treated  in  the  South  Dublin 
Union  Workhouse  1,222  cases,  out  of  which  947  arose  in  the 
workhouse,  and  he  had  393  deaths.  So  that,  on  the  whole,  the 
record  of  the  asylum,  such  as  it  is,  is  not  unfavourable  in  this 
respect  for  that  period.  During  the  years  from  1850  to  1860 
dysentery  is  not  generally  assigned  as  the  cause  of  more  than  one 
death  per  annum.    In  the  year  1863  Dr.  Lalor  instituted  the 
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excellent  custom,  which  should  be  adopted  m  every  asylum,  of 
giving,  in  his  published  annual  Report,  a  table  showing  the  diseases 
and  the  number  of  cases  treated  in  hospital  each  year.  In  every 
year  save  two  from  that  period  this  table  has  been  published.  It 
shows  considerable  variation  in  the  number  of  cases  of  dysentery 
recorded  from  year  to  year.  The  numbers  for  a  time  were  low. 
None  is  recorded  in  1871,  but  one  in  1872,  none  in  1873,  and 
none  in  1877.  From  the  last-mentioned  date  the  numbers  have 
been  commonly  high,  and  the  number  of  cases  of  diarrhoea,  always 
apparently  unduly  prevalent  in  this  asylum,  has  been  enormous. 
The  increase  in  diseases  of  this  class  of  recent  years  has  been 
noticed  in  the  text  of  his  published  reports  by  my  able  predecessor. 

That  the  disease,  so-called,  was  true  dysentery  Dr.  Lalor's  special 
expenence  in  this  affection  may  be  taken  to  prove.  A  specimen 
which  I  shall  exhibit  to-day,  taken  from  a  patient  who  died  in 
1881,  and  for  which  I  am  indebted  to  my  colleague  and  senior 
assistant,  Dr.  W.  Z.  Myles,  will  show  that  the  lesions  observed 
some  years  ago  are  identical  with  those  which  are  found  at  present. 

On  the  oth^  hand,  it  seems  to  me  to  be  open  to  doubt,  consider- 
ing the  singular  prevalence  of  diarrhoea  and  the  very  unusual 
mortality  which  I  find  recorded  for  that  affection,  and  bearing  in 
mind  that  unfortunately  until  within  the  last  year  and  a  half  posA 
mortem  verification  of  diagnosis  was  very  rarely  attempted,  whether 
some  cases  of  true  dysentery  may  not  have  been  recorded  under 
the  name  of  diarrhoea. 

Shortly  after  I  took  charge  of  the  Richmond  Asylum  in  Sep- 
tember, 1886,  dysentery  of  a  severe  type  broke  out  among  the 
patients.  It  has  existed  to  a  greater  or  less  extent  ever  since,  and 
in  September,  1887,  it  suddenly  and  greatly  increased,  appearing 
in  a  very  severe  form. 

Now  it  is  to  be  observed  that  in  the  City  of  Dublin,  within  which 
the  Asylum  is  situated,  several  cases  of  dysentery  were  observed, 
both  in  general  practice  and  in  hospitals,  in  the  autumn  of  1886  and 
the  winter  of  1886-1887,  while  I  understand  this  disease  had  assumed 
something  approaching  to  the  character  of  an  epidemic  in  Dublin 
in  the  autumn  of  1887. 


By  Mb-  Conollt  Norman.  317 

During  the  sixteen  months  from  September,  1886,  to  December, 
1887,  the  average  daily  number  of  patients  resident  in  the  Asylum 
has  been  1,180,  the  number  of  the  staff  (servants,  officers,  families 
of  the  latter,  &c.)  has  been  about  145.  Total  average  number  of  in- 
mates— say,  1,275.  During  the  same  time  there  have  been  under 
treatment  147  cases  of  dysentery.  Out  of  this  number  there  were 
25  deaths ;  24  died  in  the  institution.  One  female  patient,  who 
was  removed  by  her  friends  when  moribund,  died  within  48  hours 
of  her  discharge. 

I  regret  to  say  post  mortem  examinations  were  only  possible  in 
ten  cases.  The  following  are  the  notes  of  the  appearances  found, 
with  brief  outline  histories  of  the  previous  illness  :— 

Cash  I. — A.  B.,  male,  aged  forty-one,  admitted  to  Asylum  May, 
1886.  This  patient  suffered  from  epileptoid  seizures,  together  with 
white  atrophy  of  the  optic  discs,  due,  as  was  found  post  mortem^  to 
a  tumour  at  the  apex  of  the  right  temporo  sphenoidal  lobe.  To  save 
time  I  shall  not  enter  upon  a  description  of  this  or  any  other  morbid 
condition  found  in  the  nerve  centres  in  any  of  these  cases  as  there 
was  nothing  found  which  bore  in  |iny  way  I  am  aware  of  upon  the 
subject  of  this  paper.  On  the  night  of  September  15,  1886,  the 
patient  complained  of  pain  in  the  abdomen,  and  stated  that  his 
bowels  had  not  been  opened  for  two  days.  He  was  given  a  simple 
purgative  next  morning. 

On  September  17  he  complained  of  extreme  diarrhoea.  This 
was  attributed  to  the  too  violent  action  of  the  purgative.  Ordered 
chlorodyne  draught  and  rest  in  bed.  September  18 — Morning  tem- 
perature, 101^ ;  dry  skin ;  dry,  foul  tongue.  Frequent  motions, 
small  in  quantity,  containing  mucus  and  blood.  Much  tenesmus. 
From  this  date  he  sank.  The  temperature  never  again  rose  above 
normal.  The  bowel  symptoms  remained  unaffected  by  treatment. 
Hiccough  set  in  on  the  morning  of  September  20,  and  could  not  be 
restrained.     He  died  on  September  22. 

Autopsy,  24  hours  after  death. — ^Body  well  nourished,  well 
developed,  and  fat.  Heart  normal.  Left  lung  normal ;  right 
much  bound  down  by  old  pleural  adhesions ;  lower  lobe  in  a  state 
of  red  hepatization.  Liver  large,  somewhat  pale,  mottled  on 
section,  presenting  well-marked  ''  nutmeg^  appearance.  Spleen 
large ;  decomposed.     Intestinal  canal  healthy  as  far  as  the  ileo- 
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caecal  valve.  The  internal  surface  of  the  cfficum  was  intensely 
and  pretty  uniformly  congested.  The  ascending  colon  presented 
numei*ous  patches  of  arborescent  injection  set  in  pinkish  tracts  of 
mucous  membrane ;  the  transverse  colon  showed  not  only  much 
congestion  similar  to  that  in  the  ascending  colon,  but  also  numerous, 
generally  roughly  circular  or  steUate  patches  of  ulceration. 
Lying  in  these  ulcers,  usually  detached  to  a  greater  or  less  degree 
at  the  margins,  was  a  thin  soft  substance  of  a  tough  consistence 
and  dirty  grey  colour.  The  last  few  inches  of  the  transverse  and 
the  entire  of  the  descending  colon  and  rectum  presented  a  close 
succession  of  raised  ridges,  running  irregularly  in  a  direction  at 
right  angles  to  the  long  axis  of  the  intestine,  the  summits  having  a 
soft  swollen  appearance,  and  being  of  inky  blackness.  In  this 
portion  of  the  gut  the  lumen  was  diminished,  and  the  entire  intes- 
tinal wall  much  thickened. 

Case  II. — D.  L.,  male,  aged  sixty-eight,  admitted  to  the  Asylum 
May  6, 1885,  suffering  from  secondary  derangement.  He  presented 
signs  of  aortic  valve  disease.  He  had  been  in  India  many  years 
ago,  and  had  suffered  from  dysentery  while  there*  During  his  stay 
in  the  Asylum  he  had  frequently  been  under  treatment  for  bowel 
trouble,  which,  at  least  once  before,  had  assumed  a  dysenteric 
character.  He  was  admitted  to  the  Asylum  Infirmary  September 
15,  1886,  suffering  from  dysenteric  symptoms,  i.«.,  frequent  small 
motions,  containing  blood,  mucus,  and  shreds  (substances  looking 
like  small  particles  of  lymph).  His  tongue  was  dry  and  deeply 
furrowed.  Temperature  normal.  Treatment  seemed  to  have  no 
effect  upon  his  symptoms.  After  about  two  weeks  he  began  to 
pass  small  quantities  of  pure  blood.     He  died  October  20,  1886. 

Autopsy y  17  hours  after  death. — Body  well  developed;  thin. 
Abdomen  of  a  greenish  colour  in  the  flanks  and  over  the  course  of 
the  colon.  Marked  hypostatic  congestion  of  both  lungs,  particularly 
the  right.  Some  engorgement  of  the  bronchi.  The  larger  tnbes 
in  the  lower  lobes  of  both  lungs  exuded  a  muco-purulent  fluid 
when  cut.  Heart  large.  Left  ventricular  wall  very  thick.  Aortic 
valves  small,  hard,  puckered,  containing  here  and  there  carti- 
laginous plates  and  nodules,  their  bases  forming  a  continuous  ring 
of  almost  bony  hardness.  Mitral  valves  healthy.  Right  side  of 
heart  healthy.  Patches  of  atheroma  in  aorta.  Liver  weighed  56 
ounces ;  friable,  mottled  Q^  nutmeg ").  Patches  of  deep  red  here 
and  there,  pretty  sharply  demarcated.     In  substance  of  right  lobe, 
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dose  to  gall  bladder,  a  small  cyst,  containing  clear  fluid.  Gall 
bladder  packed  with  facetted  gall  stones — forty  in  number,  some 
black,  some  yellow.  Ductus  eholedocus  communis  contained  two 
stones ;  it  was  widely  distended,  but  not  occluded.  Kidneys  small, 
granular. 

The  entire  of  the  large  intestine  was  externally  deeply  congested^ 
and  of  a  purplish  colour.  There  were  no  perforations,  but  the  gut 
gave  way  in  two  or  three  places  on  remoral.  At  these  spots  there 
were  ulcers  with  raised  edges,  which  appeared  to  have  penetrated 
so  deeply  that  their  bases  were  scarcely  thicker  than  tissne  paper. 
The  entire  large  intestine  was  dilated,  and  the  wall  enormously 
thickened.  The  lower  portion — ^rectum  and  descending  colon — 
presented  an  almost  continuous  condition  of  ulceration,  a  ragged 
surface,  covered  with  pus  and  debris.  Numerous  irregular  ridges 
existed.  Their  surface  was  in  the  same  state  as  the  intervening 
tissue.  In  the  transverse  and  ascending  colon,  black  ridges  alter- 
nated with  tracts  of  ulceration  serpiginous  in  outline,  with  here 
and  there  a  large  circular  ulcer  with  raised  edges.  Some  of  the 
black  ridges  presented  small  patches  of  loss  of  surface.  On 
scraping  away  the  black  substance  around  them,  it  was  seen  that 
these  patches  of  ulceration  penetrated  deeply  into  the  thickened 
submucous  coat.  Caecum  thickened  and  ulcerated.  Surface  irre- 
gular, rough,  covered  with  pus  and  debris.  A  similar  condition 
existed  in  the  lower  5  or  6  inches  of  the  ileum ;  higher  up  a 
number  of  rounded  ulcers,  not  occupying  the  position  of  Peyer's 
patches,  varying  in  size  from  a  shilling  to  a  threepenny-piece,  with 
a  few  black  ridges ;  higher  still,  patches  of  intense  congestion. 
Above  the  last  three  feet  of  the  ileum  only  occasional  patches  of 
arborescent  injection.  These  existed  also  here  and  there  through- 
out  the  jejunum.     Stomach  and  duodenum  healthy. 

Case  III. — ^B.  T.,  male,  aged  fifty,  admitted  to  Asylum  May  % 
1867.  A  chronic  dement,  feeble  in  general  health,  and  somewhat 
dirty  in  habita.  He  was  first  observed  to  suffer  from  dysentery  on 
November  7, 1886,  but  owing  to  his  dirty  habits  it  is  quite  possible 
that  the  disease  may  have  existed  for  some  time,  and  been  over- 
looked. He  could  give  no  account  of  himself.  The  motions  for 
the  first  two  days  contained  a  good  deal  of  f secal  matter  in  the  form 
of  scybala.  Temperature  was  taken  frequently,  but  not,  I  regret 
to  say,  regularly,  the  patient  being  very  restless  and  unmanageable. 
It  never  was  found  to  be  more  than  ^^  above  normal.     He  lost 
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strength  very  rapidly,  and  died  on  November  12,  1886,  hiccough 
having  appeared  about  ten  hours  before  death. 

Autopsy^  17^  hours  after  death. — Body  emaciated ;  rigor  mortis 
well  marked ;  greenish  discoloration  of  the  abdominal  wall  all  over 
the  track  of  the  colon.  Anus  patulous.  A  little  of  what  ap- 
peared to  be  pure  blood  exuded  when  the  body  was  moved.  Thorax, 
old  pleural  adhesions ;  slight  hypostatic  congestion  of  both  lungs. 
Heart,  valves  healthy;  left  ventricular  wall  considerably  thickened ; 
substance  firm.  Liver  weighed  53  ozs.  ^'  Belt  groove  "  on  right 
lobe.  In  the  right  lobe,  at  a  point  about  the  centre  of  the  surface 
of  the  liver,  and  about  the  thickest  portion  of  the  viscus,  a  cavity 
was  found  about  the  size  of  a  walnut,  containing  about  4  drachms 
of  pus,  surrounded  by  what  seemed  to  be  a  broken-down  capsule, 
which  again  was  surrounded  by  a  zone  of  considerably  darkened, 
but  not  apparently  softened  tissue.  This  cavity  lay  near  the  sur- 
face, only  about  a  quarter  of  an  inch  of  liver  tissue  separating  the 
abscess  wall  from  the  peritoneal  covering.  Below  and  to  the 
right,  immediately  beneath  the  belt  groove,  was  a  second  cavity, 
the  size  of  a  tangerine  orange,  containing  about  two  ounces  of  pus. 
This  abscess  was  evident  before  section  as  a  slight  but  distinct 
elevation  on  the  surface  of  the  liver.  On  palpation  over  the  ele- 
vation, fluctuation  was  distinct.  The  tissue  existing  between  the 
abscess  and  the  surface  of  the  liver  was  in  parts  not  more  than 
a  line  in  thickness.  In  the  left  lobe,  near  its  right  margin,  there 
was  an  abscess  nearly  as  large  as  the  last,  but  much  more  central, 
being  about  1-^  inches  from  the  surface.  Besides  these  there  existed 
in  the  right  lobe  two  abscesses,  about  the  size  of  a  marble,  one 
close  to  the  anterior  surface  and  right  margin,  the  other  in  the 
upper  part  of  the  lobe,  not  far  from  the  posterior  surface.  There 
was  an  abscess  of  the  same  size  in  the  left  lobe,  close  to  the  free 
anterior  margin.  These  three  smaller  abscesses  seemed  to  have  a 
somewhat  more  distinct  wall  than  the  larger  ones.  They  con- 
tained thick  pus,  very  slightly  tinged  with  greeu.  The  larger 
cavities  contained  pus,  partly  thick  and  partly  thin,  of  a  greenish 
yellow  colour.  Each  abscess  was  surrounded  by  a  congestive  zone. 
Each  abscess  appeared  perfectly  separate  and  distinct  from  any 
other ;  the  congestive  zones  never  ran  into  each  other.  There  was 
no  manifest  connection  with  the  larger  venous  trunks,  which  seemed 
perfectly  healthy,  as  did  the  vena  portae.  Kidneys  weighed  each 
5  ozs.  In  both  the  capsule  was  in  parts  adherent ;  otherwise  the 
naked  eye  appearances  were  normal. 
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Intestinal  Canal, — Stomach  healthy ;  small  intestines  normal  as  far 
as  about  the  middle  of  jejonmn,  where  there  was  a  patch  of  uniform 
deep  reddish  discoloration,  about  2  inches  long,  extending  round 
the  gut.  From  this  point  downwards,  small  portions  here  and 
there  exhibited  an  arborescent  injection.  No  other  morbid  appear- 
ance was  found  above  the  ileo-c»cal  valve.  The  whole  of  the 
large  intestine  was  dilated,  and  the  wall  immensely  thickened,  the 
thickening  being  apparently  greatest  in  the  submucous  coat.  Ex- 
ternally the  gut  was  of  a  mottled  purplish  colour.  Internally  the 
mucous  membrane  was  thrown  up  into  immense  ridges  varying  in 
colour,  some  grey,  some  greyish  black,  and  some  of  a  deep  purple. 
The  latter  prevailed,  especially  in  the  rectam.  These  ridges  ran 
very  irregularly,  but  had  a  general  tendency  to  run  in  a  direction 
at  right  angles  to  the  long  axis  of  the  gut.  Most  of  the  ridges 
were  ulcerated  on  the  top,  the  ulcers  taking  an  oval  or  roughly 
circular  form,  greatest  diameter  corresponding  to  the  direction  of 
the  ridge.  In  many  places  these  ulcers  appeared  to  hare  de- 
molished the  ridges,  and  to  have  got  to  the  level  of  whatever  normi  1 
tissues  remained  in  the  intestine.  The  whole  appearance  of  the 
gut  recalled  to  one's  mind  a  raised  map  of  a  mountainous  country 
(Heubner).  Mesenteric  glands  of  large  intestine  enlarged ;  deep 
plom  colour. 

Gasb  IY. — ^A.  D.  M.,  age  forty-one,  female.  Admitted  to  the 
Asylum,  August  25 tb,  1886,  bat  had  been  under  treatment  some 
years  before.  Her  mental  condition  was  one  of  advanced  secondary 
dementia.  Her  general  health  was  feeble  and  shaky,  without  any 
definite  signs  of  disease.  She  was  very  dirty  in  her  habits.  Signs  of 
dysentery  were  observed  for  the  first  time  on  September  20th,  1886. 
There  was  great  debility  and  rapidly  increasing  prostration.  After 
the  first  twenty-four  hours  the  motions  seemed  to  pass  away  qaite 
involnntarily.  The  flux  was  almost  continaous.  Death  occurred 
on  September  2drd,  seventy-nine  hours  after  the  first  symptoms 
were  observed. 

Autopsy^  22  hours  after  death. — Heart  healthy.  Lungs 
showed  slight  hypostatic  congestion.  Liver,  kidneys,  and  spleen 
normal  to  naked  eye  appearance.  Stomach  and  small  intestine 
healthy.  The  upper  portion  of  the  large  intestine  showed  occa- 
sional patches  of  congestion  and  aborescent  injection.  About  the 
middle  of  the  transverse  colon,  black  and  greyish-black  patches  of 
rough  soft  tissue  began  to  appear,  which  became  more  numerous  as 
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the  gut  descended.  Very  considerable  thickening  of  the  descending 
colon  and  rectum,  which  were  rough  and  eroded.  The  prominent 
portions  varied  in  colour  from  slate  grej  to  purplish  black. 
Numerous  large  black  ridges  in  rectum.  Mesenteric  glands  of 
large  intestine  enlarged ;  claret  coloured. 

Cask  V. — ^T.  B.,  aged  sixty-five,  female.  Admitted  to  Asylum, 
July  13th,  1869.  Suffered  from  secondary  dementia.  For  some 
yecu*s  past  she  had  been  in  feeble  health,  though  no  definite  signs 
of  organic  disease  were  discovered.  On  November  6th,  1886,  she 
presented  symptoms  of  dysentery.  She  was  then  found  to  be  suf- 
fering from  (Bdema  of  the  feet  and  ankles  and  slight  ascitic  effusion. 
She  sank  rapidly.  After  the  first  two  or  three  days  she  had  in- 
voluntary motions.     Died  November  15th,  1886. 

Post  mortem  examination  9  hours  after  death. — Considerable 
degree  of  general  anasarca.  Abdominal  cavity  contained  about 
four  pints  of  fluid  free  from  lymph,  of  the  ordinary  ascitic 
character. 

Thorax. — ^Pericardium  contained  about  four  ounces  of  dear 
fluid ;  heart's  valves  healthy ;  muscular  substance  thin,  especially 
in  left  ventricle ;  weight,  12  ounces.  Patches  of  atheroma  in  the 
ascending  aorta.  Left  pleura  adherent  in  parts ;  contained  about 
4  ounces  of  clear  fluid.  Right  pleura  without  adhesion  or  signs  of 
recent  inflammation.  Cavity  contained  about  1 0  ozs.  of  clear  fluid. 
Left  lung  contained  a  nodule  of  cheesy  tubercle  about  the  size  of  a 
pea.  Right  lung  contained  one  similar  nodule,  two  calcareous 
nodules  each  about  the  size  of  a  pea,  and  one  nodule  containing  cheesy 
matter,  and  surrounded  by  a  capsule  of  cartilaginous  hardness. 
Lower  portion  of  middle  lobe  of  right  lung  airless,  and  of  a  deep 
plum  colour.  Lower  lobe  contained  little  or  no  air,  and  uniformly 
of  a  bluish  purple  colour. 

Ahdomeji. — Liver,  45  ozs.  Left  lobe  singularly  elongated  and 
thin,  lying  over  a  portion  of  the  spleen.  From  extreme  right  to 
extreme  left  margin  measured  over  12  inches.  Substance  flabby 
and  friable,  of  a  nutmeg  appearance.  Kidneys  granular.  Spleen 
weighed  3  ozs. ;  nonnal  in  consistence  and  in  naked  eye  appear- 
ances. 

Intestinal  CanaL — Stomach  small,  perfectly  healthy ;  duodenum 
and  jejunum  healthy.  In  upper  part  of  ileum  a  few  points  of  arbo- 
rescent injection;  lower  down,  general  congestion.  About  two 
feet  from  the  ileo-colic  valve,  the  lumen  of  the  gut  was  narrowed, 
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owing  to  an  old  firm  cicatrix  on  the  anterior  wall.  A  similar 
cicatrix  existed  about  one  inch  above  the  valve.  The  entire  of  the 
wall  of  the  large  intestine  was  greatlj  thickened,  the  thickening 
generally  increasing  as  the  gut  descended.  The  gut  seemed  soft,  and 
tore  readily  in  removal,  when  two  or  three  ulcerated  spots  gave 
way.  No  ante  mortem  perforation.  Ulcers  of  various  sizes,  with 
more  or  less  definite  margins,  in  the  ascending  and  transverse  colon ; 
ill  the  descending  colon  and  rectum  irregular  black  ridges  of  a  soft 
pulpy  appearance.  Where  these  did  not  lie  in  close  juxta-position, 
or  where  one  gently  separated  them,  the  intervening  tissue  seemed 
to  be  destitute  of  mucous  membrane,  and  was  of  a  dirty  whitish 
colour,  with  faint  indications  of  stride  running  at  right  angles  to 
long  axis  of  gut.  Externally,  large  intestine  of  a  deep  purplish 
colour,  in  parts  almost  black.  Mesenteric  glands  of  large  intestine 
and  retro-peritoneal  glands  enlarged,  deep  purple. 

Cask  YI. — E.  P.,  aged  forty-seven,  female.  Admitted  to  Asylum, 
May  28th,  1885.  Chronic  mania  with  epilepsy.  Admitted  to  hos* 
pital  suffering  from  dysentery,  July  17th,  1887.  The  temperature 
on  morning  of  July  17th  was  100°,  in  the  evening  100'2®.  From 
that  time  it  ran  steadily  down  to  97°  on  the  evening  of  July  19  th. 
There  were  physical  signs  of  bronchitis.  There  was  marked  pain 
in  the  iliac  regions,  especially  left.  The  motions  are  noted  as 
having  contained  the  so-called  **  raw  beef "  lumps,  and  having 
a  sickly  smell,  like  blood.  Hiccough  appeared  early,  and  was  un* 
influenced  by  treatment.     Died  2  a.m,  July  20th,  1887. 

Post  mortem  examination,  14  hours  after  death. — Heart  healthy. 
Lungs  healthy,  save  for  slight  hypostatic  congestion,  and  injection 
of  the  mucous  membrane  of  the  larger  bronchi. 

Abdomen,~Liver — ^weight  41^  ozs. ;  friable,  mottled  yellow  and 
brown  ^'  nutmeg.'' .  On  surface  of  left  lobe  in  one  or  two  places  the 
surface  presented  a  reticulated  or  coarsely  granular  appearance. 
Kidneys*— capsules  adherent  in  part;  generally  pale,  particularly 
cortex.  Cyst  about  the  size  of  a  marble  on  most  convex  portion 
of  left  kidney,  just  beneath  the  capsule. 

Intestinal  Canal. — Stomach  healthy ;  duodenum  healthy;  jejunum 
and  ileum  presented  here  and  there  patches  of  arborescent  injection, 
otherwise  healthy.  Internal  surface  of  rectum  thickly  covered  with 
prominent  ridges,  quite  irregular  in  shape,  covered  with  a  dirty 
slate-coloured  deposit,  which  could  not  be  scraped  oif  without  using 
a  good  deal  of  force.     Cutting  into  these  ridges,  it  was  seen  that  the 
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grey  matter  rested  upon  eleyations  of  mucous  membrane,  which 
showed  a  supei-ficial  zone  of  intense  injection.  Several  irregular 
eleyations  not  covered  with  greyish  matter,  but  of  a  deep  plum  colour. 
A  few  shallow  ulcers,  surrounded  by  zones  of  intense  injection. 
Throughout  the  entire  colon  there  were  numerous  ulcers;  some 
presented  little  signs  of  inflammation,  but  most  were  surrounded 
by  zones  of  intense  injection.  The  ulcers  generally  took  a  circular 
or  oval  form,  the  long  diameter  of  the  oval  running  at  right  angles 
to  the  long  axis  of  the  gut.  Besides  the  ulcers,  which  were 
surrounded  by  raised  edges,  there  were  numerous  patches  of 
shallow  erosion.  The  same  grey  substance  above  alluded  to  was 
found  on  many  of  the  ulcers,  and  filling  portions  of  the  eroded 
patches,  and  existing  between  the  eroded  patches.  The  ulcera- 
tion and  deposit  extended  exactly  to  the  ileo-colic  valve,  on  the 
colic  margin  of  which  a  patch  existed.  Mesenteric  glands  of 
large  intestine  enlarged,  of  an  intense  plum-colour.  When 
specimens  were  preserved  in  spirit  minute  holes,  like  pin-holes, 
were  found  here  and  there  throughout^  which  were  conjectured  to 
be  caused  by  the  dropping  out  of  the  solitary  glands. 

Specimens  in  this  case  were  submitted  for  microscopic  examina- 
tion to  Professor  Purser. 


Casb  yil. — B.  S.,  aged  fifty-six,  female.  Admitted  to  asylum, 
May  26,  1/887.  A  fretful  and  feeble  melancholiac.  Dysentery 
appeared  July  20, 1 887 ;  precordial  anxiety  and  sighing  respiration 
from  the  first ;  pain  and  great  tenderness  in  iliac  regions,  especially 
left.  Temperature  rather  irregular,  tendency  to  evening  exacerba- 
tion ;  highest,  July  20,  101*5°.  From  August  10  never  rose  higher 
than  normal,  and  often  fell  below  98°«  From  morning  of  August  17 
it  never  reached  96°.  Early  in  the  case  the  motions  were  passed 
involuntarily.  For  24  hours  before  death  there  was  no  motion 
from  the  bowels,  and  the  patient  appeared  to  be  collapsed.  Died 
at  6  p.m.,  August  20. 

Post-'mortem  examination  22  hours  after  death. — Fairly  nourished ; 
thick  layer  of  abdominal  fat ;  rigor  mortis  well  marked ;  small  bed- 
sores over  sacrum  and  nates. 

In  this  case  the  abdominal  cavity  alone  was  opened.  Liver 
fairly  firm,  about  normal  size,  mottled  nutmeg ;  intestines  in  normal 
position ;  no  sign  whatever  of  general  peritonitis.  Careful  examina- 
tion of  the  intestines  in  situ  showed  a  considerable  amount  of  cou- 
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gestive  discolouration  of  the  large  intestine,  but  the  peritoneal 
covering  throughout  presented  the  normal  glistening  appearance. 
At  the  lower  part  of  the  descending  colon,  just  above  the  sigmoid 
flexure,  two  small  openings  existed  in  the  gut,  the  larger  being 
somewhat  larger  than  a  three-pennj  piece,  the  smaller  about  half 
this  size.  The  edges  were  perfectly  rounded,  the  openings  were 
patulous,  no  faecal  matter  lay  around  them.  The  stomach,  duodenum, 
and  jejunum  were  normaL  Throughout  the  ileum,  especially  on 
the  lower  portion,  there  were  numerous  patches  of  bright  injection. 
About  an  inch  above  the  ileo-colic  valve,  and  in  the  position  of  a 
Peyer's  patch,  an  oval  ulcer  existed  about  three-quarters  of  an 
inch  wide  at  its  widest  part,  and  about  two  inches  in  long 
diameter,  with  a  greenish  black  surface.  When  the  large  intestine 
was  opened  it  was  found  to  contain  here  and  there  small  quantities 
of  a  dark  red  gnimous  materiaL  The  whole  of  the  interior  of 
the  large  intestine  presented  various  conditions  of  ulceration. 
Here  and  there  were  more  or  less  definite  ulcers,  with  raised 
edges,  some  quite  clean  cut^  but  throughout  the  greater  parts  of 
the  intestine  sinuous  and  irregular  ulceration  appeared  to  have 
destroyed  almost  the  entire  mucous  surface. '  What  seemed  to  be 
the  remaining  portion  of  mueous  membrane  was  cast  into  high 
swollen  ridges  of  a  greenish  black  colour.  In  the  sigmoid  flexure 
and  upper  part  of  rectum,  which  were  enormously  thickened, 
the  denuded  portion-  and  the  blackened  portion  took  the  form  of 
three  furrows  and  three  ridges,  running  in  the  direction  of  the 
long  axis  of  the  gut,  and  recalling  the  appearance  of  a  ploughed 
fleld. 

Cask  Yin. — B.  E.,  female,  aged  thirty-four.  Admitted  to  Asylum, 
January  29,  1880.N  A  chronic  dement.  Dysenteric  symptoms 
were  first  observed  on  September  5,  1867.  Temperature  on 
the  evening  of  that  day,  102*5^ ;  it  fell  next  day,  and  kept  sub- 
normal (98^)  till  the  evening  of  September  17,  when  it  rose  to  100^. 
There  was  from  the  beginning  considerable  hsemorrhage  from  the 
bowels,  small  quantities  of  pure  blood  being  frequently  passed. 
Hiccough  was  also  an  early,  continuous,  and  distresnng  symptom. 
Died,  September  18. 

Fast-moriem  examination  (for  notes  of  which,  being  absent  from 
home  at  the  time,  I  am  indebted  to  my  assistant,  Dr.  G.  P.  Cope), 
20  hours  after  death. — Body  emaciated;  light  yellowish  faeces 
escaped  from  the  anus  when  the  body  was  moved  or  abdomen 
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pressed;  tubercular  deposit  in  apex  of  left  luug;  liver  Bcii  and 
friable,  nutmeg  discoloration.  The  peritoneum  contained  a  quantity 
of  somewhat  turbid  fluid,  with  flakes  of  lymph,  and  the  intestines 
were  a  good  deal  matted  together  with  deposits  of  lymph  ;  intense 
injection  of  peritoneal  surface  of  greater  part  of  large  intestine. 
In  the  descending  colon  a  small  opening  into  the  gut  existed*  The 
edges  of  the  opening  were  rounded,  and  were  not  raised  nor  sur- 
rounded by  any  special  inflammatory  zone.  Internally,  the  stomach 
and  small  intestines,  till  about  one  foot  from  the  ileo-ceecal  yalve, 
appeared  healthy;  the  last  foot  of  ileum  was  intensely  injected,  with 
here  and  there  patches  of  g^yish  deposit ;  a  similar  greyish  or  slate 
coloured  deposit  existed  pretty  uniformly  over  the  inner  surface  of 
the  large  intestine,  with  here  and  there  patches  of  eroeion  which 
appeared  to  be  caused  by  the  coming  away  of  the  deposit.  The 
rectum  was  thrown  into  deep  purple  ridges,  with  thin,  patchy, 
8late*coloured  deposit;  ulcers  of  various  shapes  and  sizes,  some 
with  clean  punched  edges,  and  some  very  deep,  existed  here  and 
there  throughout^ 

Cask  IX.— ^T.  M.,  female,  aged  forty-one*  Admitted  to  Asylum, 
March  10,  1886 ;  admitted  to  asylum  hospital  suffering  from 
dysentery,  July  11,  1887.  The  woman  suffered  from  melancholia 
of  a  low  type,  and  was  always  feeble ;  she  sank  gradually.  For 
several  weeks  before  death  nothing  distinctively  dysenteric  was 
observed  in  the  motions,  but  a  considerable  degree  of  diarrhosa 
continued.  From  the  beginning  of  the  bowel  trouble  the  patient 
became  extremely  dirty  in  her  habits,  so  that  it  was  difficult  to  be 
always  quite  sure  of  the  nature  of  the  stools. 

Aulopity,  16^  hours  after  death. — ^E^xtremely  emaciated;  rigor 
morida  absent  in  legs,  present  in  a  slight  degree  in  arms ;  no  dis- 
coloration on  posterior  surfaces ;  abdomen  shrunken ;  anus  open, 
slightly  ulcerated,  exuding  thin  yellow  faeces. 

Thorax, — ^Loose  tissue  in  anterior  mediastinum  oddematous  ;  heart 
valves  healthy ;  left  ventricular  wall  very  thick  and  firm ;  about 
2  ozs.  clear  fluid  in  the  pericardium.  A  few  bands  of  old  adhesion 
existed  between  the  walls  of  the  right  pleura ;  left  free.  Both  lungs 
were  oedematous,  and  were  slightly  congested  posteriorly.  In  the 
apex  of  the  right  there  was  a  solid  nodule  about  the  size  of  a  large 
pea,  containing  caseous  matter.  Right  lung  weighed  20  oos ;  left, 
18  ozs. 

iiftcfomen.— Spleen  extensively  adherent  to  under-surface  of  left 
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lobe  of  liver;  toft  and  pulpy;  weight,  8^  ozs.  Liver  flabby; 
cut  surface  showed  nutmeg  mottling ;  weight,  87  ozs.  Kidneys-* 
right  somewhat  congested,  particularly  in  the  pyramidal  portions. 
Capsule  adherent ;  weight,  4}  ozs.  Left  presented  on  its  surface 
a  number  of  small  yellowish  bodies,  apparently  incorporated  with 
the  capsule,  some  solitary,  generally  corymbose ;  where  solitary 
about  two  lines  in  width,  and  raised  about  one  line.  On  section 
the  bases  of  these  papules  seemed  continuous  with  the  cortex; 
they  contained  a  caseous-looking  substance.  On  section  the 
pyramidal  substance  appeared  deficient;  the  calyces  were  much 
enlarged,  the  calycine  walls  thickened,  and  the  calyces  contained 
a  thin,  greyish  fluid  (quen/^  urine  and  pus?)  In  the  portion  of 
the  kidney  whereupon  the  above-mentioned  papules  were  found 
there  were  several  cavities  invading  apparently  only  the  cortex, 
and  containing  thin  pus.  Stomach  large,  thin- walled ;  several 
small  dark  points  on  internal  surface  as  if  minute  points  of  extrava- 
sation ;  contents,  curdled  milk.  Pyloric  valve  so  tight  that  water 
would  hardly  pass  through  it  when  the  stomach  was  distended, 
but  without  any  distinct  sign  of  cicatrix;  duodenum  and  jejunum 
healthy.  The  entire  of  the  mucous  surface  of  the  rectum  and 
lower  portion  of  colon  was  thrown  into  numerous  unequal  ridges 
of  a  black  colour,  running  irregularly  in  a  direction  at  right  angles 
to  the  long  axis  of  the  gut.  These  ridges  could  not  be  scraped 
off  without  cutting  away  the  substance ;  they  varied  in  height  and 
length,  but  in  the  rectum  and  sigmoid  flexure  they  completely  con- 
cealed the  other  portions  of  the  surface  of  the  gut.  Between  the 
ridges  the  gut  presented  a  rough,  eroded  appearance.  The  ridges 
became  less  frequent  as  the  gut  ascended,  but  they  existed  in 
greater  or  less  numbers  throughout  the  whole  large  intestine  and 
on  the  ileo-ctecal  valve  itself.  In  the  upper  part  of  the  colon  were 
numerous  shallow  ulcers,  some  surrounded  by  a  blackened  tissue, 
some  with  raised  edges  not  black,  and  others  surrounded  by  a  zone 
of  injection.  Where  the  surface  was  free  from  black  ridges,  there 
were  numerous  patches  of  intense  injection  in  aborescent  form. 
One  ulcer,  situated  in  the  transverse  colon  about  14  inches  from 
the  ileo-coecal  valve,  had  on  its  surface  a  whitish  slough.  Mostly 
the  ulcers  were  of  a  long  oval  shape,  lying  at  right  angles  to  the 
long  axis  of  the  gut.  The  lower  foot  or  so  of  the  ileum  contained 
a  few  black  ridges,  and  some  spots  of  ulceration  and  erosion; 
these  became  fewer  as  the  gut  ascended.  Further  up  the  ileum 
presented  a  few  patches  of  arborescent  injection,  and  then  became 
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normal  in  appearance.  None  of  the  eroded  spots  corresponded 
to  Peyer*8  patches,  but  in  the  lower  part  of  the  ileum  the  Peyerian 
patches  seemed  unduly  prominent,  and  where  they  did  not  share 
the  general  intense  injection  they  presented  an  appearance  like  a 
shaved  beard — 1>.,  numerous  minute  dark  points  set  in  dull  white 
tissue,  which  seemed  to  swell  slightly  round  the  dark  points. 

The  mesenteric  glands  of  large  intestine  and  lower  part  of  ileum 
were  somewhat  enlarged,  and  of  a  deep  plum  colour.  The  retro* 
peritoneal — ^lumbar  and  iliac — enlarged,  deep  purple  or  black. 
The  mesenteric  structures  were  everywhere  oedematous.  There 
was  about  one  quart  of  clear  fluid  in  the  peritoneal  cavity. 

Case  X. — M.  E.,  female,  aged  sizty-seven  Admitted  to  the 
Asylum,  July  18,  1887.  A  rather  feeble,  old,  chronic  dement. 
She  was  found  to  be  suffering  from  dysentery  on  September  28, 
1887.  There  wets  no  rise  of  temperature,  no  considerable  haemor- 
rhage, and  the  symptoms  were  not  of  a  severe  type.  Her  age  and 
general  feebleness,  of  course,  lent  gravity  to  the  case.  About  the 
beginning  of  November  the  motions  became  fsecal,  and  ceased  to 
show  any  special  dysenteric  characteristics ;  there  continued,  how- 
ever,  a  distinct  tendency  to  diarrhoea.     Died,  December  6,  1887. 

Autopsy^  20  hours  after  death. — Extremely  thin,  rigor  mortis 
passing  off ;  greenish  discolouration  over  abdomen,  which  was 
rather  retracted. 

Hiorax. — Heart,  a  small  rough  plate,  in  part  of  bony,  in  part 
of  cartilaginous  hardness,  lay  between  the  aortic  and  mitral  valves, 
at  the  inner  side  of  the  latter.  Both  pleural  cavities  contained  a 
small  quantity  of  fluid ;  a  few  old  adhesions  on  the  left  side.  Both 
apices  presented  numerous  whitish  spots  on  the  pleura,  elevated, 
and  about  the  size  of  a  No.  11  shot.  They  were  hard,  and  on 
section  seemed  to  invade  the  lung  tissue.  There  were  also  in  the 
substance  of  the  apices,  especially  the  right,  many  hard  dark  bodies 
up  to  the  size  of  a  No.  6  shot.  A  number  of  minute  pearly  white 
spots  on  the  portion  of  pleura  dividing  the  clefts  between  the  lobes. 
There  was  no  trace  of  inflammatory  action  excited  by  these  deposits 
either  in  lung  or  pleura.  Slight  hypostatic  congestion;  emphy- 
sema of  anterior  borders. 

A  bdomen, — liver,  kidneys,  and  spleen  apparently  healthy ;  stomach 
very  large  and  flaccid,  walls  uniformly  rather  thin.  Here  and 
there  fairly-marked  large  spots  of  arborescent  injection ;  also  a  few 
piu^lish  spots,  which  were  seen  to  be  made  up  of  minute  vessels 
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gorged  with  blood.  Two  small  extravasationa  into  the  mucoufl 
membrane  had  occurred— one  a  mere  streak,  the  other  the  size  of 
a  pin-head.  Contents  of  the  stomach,  milk-cnrds.  Small  intestine 
healthy,  save  for  a  slight  undue  redness  at  the  lower  end  of  the 
ileum ;  no  ulceration.  Large  intestine — ^little  or  no  discolouration 
visible  in  the  unopened  gut ;  mesenteric  glands  of  large  intestine 
enlarged,  claret-coloured ;  retro-peritoneal  glands  normcd.  When 
the  large  intestine  remained  in  iitu  the  transverse  colon,  which  was 
distended  with  flatus,  instead  of  running  transversely  across  the 
abdomen  lay  in  a  V-shaped  bend.  The  gut  turned  pretty  sharply 
just  beyond  the  hepatic  flexure,  and  ran  downwards,  the  apex  of 
the  V  reaching  almost  to  the  symphysis  pubis  in  the  middle  line ; 
it  then  turned  up  again,  and  resumed  the  normal  position  just  above 
the  splenic  flexure.  The  wall  of  the  ascending,  transverse,  and 
upper  part  of  descending  colon  was  generally  thin  and  flaccid,  but 
there  was  a  band  about  2^  inches  long  on  the  tran verse  colon 
(ascending  limb  of  V)  near  the  splenic  flexure  where  the  gut  was 
thickened,  the  internal  surface  puckered,  and  the  lumen  diminished. 
The  wall  of  the  descending  colon  and  rectum  was  thickened,  and 
the  lumen  of  the  gut  notably  diminished.  Internally  the  rectum 
was  of  a  pretty  uniform  greyish  colour,  mottled  with  pink ;  in  the 
descending  colon  the  pink  predominated,  and  the  grey  passed  into 
a  marbling  of  greyish-black  irregular  patches  that  seemed  thicker 
than  the  rest  of  the  intestine.  Numerous  small  patches  of  thin, 
ashy-grey  membrane,  with  ragged  edges,  lay  on  the  grey  portions 
and  on  the  surface  of  the  blackish  patches.  This  thin  membrane 
could  not  be  scraped  away  without  leaving  superficial  erosions.  A 
few  superficial  erosions  existed,  probably  caused  by  the  separation 
of  this  substance.  Coming  to  the  upper  part  of  the  descending 
colon  there  was  found  a  pretty  extensive  patch  of  superficial  erosion, 
deepening  in  parts  so  as  to  form  distinct  pits ;  also  two  or  three 
roundish  ulcers,  without  raised  edges,  with  ashy-grey  bases.  Here, 
too,  there  were  several  patches  and  ridges,  not  much  elevated,  of  a 
deep  claret  colour ;  they  were  quite  irregular  in  their  course,  some 
slightly  eroded  on  the  summit.  Above  the  splenic  flexure  these 
dark  raised  patches  were  less  numerous  and  marked;  here  were 
several  shallow  ulcers,  of  irregular  contour,  containing  greyish 
sloughs.  The  greater  part  of  the  transverse  colon  presented  here 
and  there  minute  shallow  erosions,  tending  to  a  circular  shape. 
The  first  part  of  transverse  colon  was  mottled  with  patches 
of  deep  red,  amongst  which  occurred  numerous  superficial  erosions 
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of  various  sizes,  tending  to  a  greyish  colour,  and  having  a  granular 
appearance.  Upper  part  of  ascending  colon  was  of  a  bright  red 
colour,  with  irregular  raised  patches  of  deep  red.  Among  these 
lay  many  irregularly  stellate  patches  of  ulceration,  with  exceedingly 
JAgged  edges,  usually  surrounded  by  a  deep  red,  raised,  and  rather 
overhanging  border,  having  had  a  singular  puckered  appearance. 
The  surface  of  the  larger  ulcers  looked  as  if  it  had  shrunk  away 
from  the  border,  was  greyish-black  or  black  in  colour,  and  had  an 
uneven,  rOugh  appearance.  A  few  erosions  and  small  shallow 
ulcers,  with  little  discolouration,  in  the  remainder  of  ascending 
colon  and  csecum.* 

To  sum  up : — in  all  these  cases  there  was  present  a  condition  of 
the  mucous  membrane  of  the  large  intestine,  of  which  the  special 
naked  eye  characteristic  was  the  appearance  of  large,  soft,  black, 
or  very  dark  purple  ridges.  This  was  accompanied  by  general 
thickening  of  all  the  intestinal  coats.  It  is  evident  that  this  con- 
dition existed  prior  to  ulceration,  and  was  really  the  essential 
feature  of  the  disease.  The  extent  to  which  ulceration  of  the  laige 
intestine  occurred  varied.  In  one  very  recent  case — ^No.  IV. — it 
merely  existed  in  the  form  of  slight  erosion.  The  various  forms 
of  ulceration  seem  to  be  due  to  the  extent  to  which  death  of  the 
infiltrated  tissue  has  taken  place.  The  morbid  appearances  were 
almost  always  most  distinct  in  the  rectum  and  lower  part  of  colon, 
and  the  probability  seems  strong  that  they  began  there.  In  Case 
No.  X.,  on  the  other  hand,  in  which  I  take  it  the  gut  was  under- 
going a  process  of  cure,  the  lower  part  of  the  intestine,  which 
evidently  had  been  profoundly  engaged,  was  nearer  to  its  natural 

*  The  specimen  of  large  intestine,  taken  from  a  patient  who  died  in  1881, 
above  referred  to,  exhibited  appearances  identical  with  those  exhibited  in  my 
cases — namely,  large  rugSD,  patchy  denudation  of  epithelium,  some  circular 
punchedoat  ulcers,  and  some  ulcers  with  puckered  edges  and  firmly-adherent« 
granular-looking  sloughs.  At  the  same  meeting  at  which  this  paper  was  read. 
Dr.  Little,  of  the  Adelaide  Hospital,  described  a  case  of  dysentery  (see  p.  812). 
It  is  worthy  of  note  that  Dr.  Little's  patient  had  been  a  patient  in  my  Asylum 
from  November  8,  1886,  till  September  1,  1887,  when  he  was  discharged  re- 
covered mentally,  but  sufferiDg  from  phthisis  and  from  an  anal  fistula  that 
had  been  opened  but  remained  unhealed.  For  the  latter  a€fection  he  was 
admitted  to  the  Adelaide  Hospital  on  October  15,  1887,  and  died  of  dysentery 
there  October  80,  1887. 
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condition  thnn  the  tipper  part — a  fact  which  tends  to  confirm  the 
notion  that  the  disease  begins  below. 

Perforation  occurred  in  two  cases,  in  both  in  the  descending 
colon. 

The  small  intestines  were  engaged  in  six  cases.  In  one  (No.  IX.) 
black  ridges  existed  quite  similar  to  those  in  the  large  intestine. 
In  two  cases  (Nos.  II.  and  IX.)  ulceration  exii«ted,  unconnected 
with  Peyer*s  patches.  In  four  cases  (Nos.  III.,  V.,  X.,  and  VII.), 
various  states  of  congestion  and  swelling,  short  of  the  formation 
of  dark  ridges,  existed.  In  one  case  (No.  VII.)  a  Peyerian  patch 
was  ulcerated ;  in  another  (No.  IX.)  Peyer's  patches  presented  the 
appearance  described  as  ''  the  shaved  beard.** 

From  my  examinations  I  failed  to  find  any  evidence  whatever  to 
suggest  that  the  solitary  glands  were  specially  or  primarily  engaged. 

In  four  cases  tubercle  was  found  in  the  lungs,  and  in  one  of 
these  also  in  the  kidney.  Seven  out  of  the  entire  ten  cases  pre- 
sented nutmeg  discolouration  of  the  liver.  As  far  as  I  C4in  learn, 
this  condition  has  not  heretofore  been  noted  as  occurring  with 
special  frequency  in  dysentery.  In  one  case  multiple  abscesses 
of  the  liver  existed. 

With  reference  to  the  occurrence  of  hepatic  abscess  with  dysen- 
tery, it  is  well  known  that  the  combination  is  comparatively  rare 
in  cold  climates.  It  was  rare,  according  to  Aitken,  in  the  severe 
dysentery  that  visited  our  troops  in  the  Crimea.  Its  frequency  in 
India  need  not  be  dwelt  upon  (60  per  cent,  in  Madras » Maclean).* 
Baly  has  pointed  to  its  relative  infrequency  in  China ;  it  is  said 
to  be  common  in  Algiers.  Heubner  contrasts  the  single  abscess 
which  occurs  in  tropical  dysentery  with  the  multiple  abscesses  that 
follow  dysentery  in  Europe,  which  are,  he  say^,  of  embolic  source,  and 
are  found  in  connection  with  periproctic  inflammation.  Maclean,  on 
the  other  hand,  states  that  hepatic  abscesses,  accompanying  tropical 
dysentery,  are  rarely  single.  In  the  case  which  I  have  just  described 
there  was  no  periproctic  inflammation,  and  in  a  case  which  I  had 
an  opportunity  of  seeing  some  years  ago,  of  a  lunatic  who  died  of 
tubercular  inflammation  of  the  lower  portion  of  the  rectum  with 
*  This  proportion  eridentlj  refers  to  the  "  pre-sanitaxy  dajs." 
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fistula,  and  extensive  burrowing  and  sloughing  about  the  anus,  a 
single  abscess  was  found  in  the  liver. 

Gheyne  has  reported,  I  think,  five  cases  of  abscess  among  thirty 
autopsies.  In  one  there  were  two  abscesses,  *'  one  large  and  full 
of  purulent  matter ; "  in  another  two  abscesses,  one  of  which  had 
been  evacuated  ante-mortem  through  the  abdominal  walL 

In  a  third  case  the  liver  was  "  large  and  full  of  abscesses,  contain*- 
ing  yellow  pus."  In  a  fourth  there  was  "  a  very  extensive  abscess 
of  the  liver,  which  contained  nearly  six  pints  of  whey-like  matter, 
mixed  with  flakes  of  lymph ;  large  masses  of  which  were  connected 
with  the  walls  of  the  abscess."  This  description  precisely  corre-* 
sponds  to  the  appearances  found  in  the  ease  of  tubercular  ulceration 
with  periproctitis  which  I  have  above  alluded  ta. 

The  post  mortem  appearance  in  another  case  Cheyne  thuff  de- 
scribed: '*  Colon  adherent  to  liver;  a  circumscribed  tumour,  con- 
taining cheesy  matter,  in  the  surface  of  the  right  lobe."  This  was 
probably  an  abscess,  the  contents  of  which  had  undergone  caseous 
degeneration.  In  all  the  cases  the  disease  had  been  of  many  week* 
duration,  and  in  all,  save  the  fourth,  '*  extensive  sloughing  of  the 
mucous  membrane  "  was  described.  To  his  account  of  dysentery  in 
his  own  practice  Cheyne  has  appended  a  report  by  Dr.  Preston  on 
the  epidemic  of  dysentery  in  the  79  th  Regiment  at  Limerick.  Among 
ten  post-mortem  examinations  two  cases  were  found  in  which  the 
liver  was  studded  with  abscesses.  In  some  others  '^  the  whole  struc* 
ture  '*  was  "  apparently  destroyed  " — I  know  not  what  this  means. 

Writing  in  1847,  Dr.  Baly  say:  "Among  many  hundreds  of 
cases  occurring  in  the  Millbank  Prison,  not  one  has  been  compli- 
cated with  hepatic  abscess."  Out  of  893  deaths  which  took  place 
in  the  South  Dublin  Union  Workhouse,  Dr.  Mayne  has  recorded 
hepatic  abscess  in  but  one.  This  he  describes  as  a  case  of  chronic 
dysentery  complicated  with  suppurative  phlebitis.  There  were 
three  small  abscesses  in  the  right  lobe  of  the  liver.  There  were 
abscesses  also  in  the  right  lung. 

Dr.  Clouston  had  one  case  of  abscess  of  the  liver  in  sixteen 
autopsies  on  patients  dying  of  dysentery.  From  his  statement  one 
gathers  that  the  abscess  was  single. 


ON  THE  ETIOLOGY  OF  DYSENTERY. 

(A  Supplement  to  the  preceding  Communication.) 
By  CONOLLY  NORMAN,  F.R.C.S. ; 

Medical  Superintendeat  of  the  BichmoDd  (DaUin  Distriet)  Asylum. 

[Reftd  by  desire  of  the  Pattiologioal  Section  at  *  Meeting  held  on  JanoAry  18, 

1888.] 

On  acconnt  of  the  length  to  which  my  previous  paper  on  dysentery 
has  already  nin,  as  well  as  for  certain  other  reasons  which  will 
presently  be  obvious,  I  shall  deal  briefly  with  the  question  of 
causation.  It  appears  to  me  that  it  scarcely  needs  to  be  argued 
at  this  period  in  the  history  of  medicine  that  dysentery  is  a  specific 
disease,  and  dependent  upon  a  specific  poison.  Until  science  shall 
have  isolated  this  poison  our  efforts  must  be  confined  to  treating  of 
second  causes  and  of  circumstances  that  favour  the  growth  and 
conveyance  of  the  disease  rather  than  to  dealing  with  the  essen- 
tial cause. 

That  the  poison  of  dysentery  has  strong  analogies  with  the 
poison  of  so-called  malaria  is  evident,  and  that  dysentery  exbts 
most  frequently  in  the  countries  and  at  the  times  when  malarial 
fevers  most  abound  is  well  known.  At  the  period  and  in  the 
localities  in  which  intermittent  fever  was  common  in  England 
dysentery  co-existed.  Since  intermittent  has  disappeared  dysentery 
has  become  a  rare  affection.  The  same  coincidence  befell  in  Ire- 
land ;  but  dysentery  lingered  long  in  this  country,  and  seems  to 
have  burst  out  afresh  with  unusual  virulence  at  a  time  when  the 
population  was  being  decimated  by  typhus  and  relapsing  fevers. 

There  is  reason  to  believe  that  dysentery,  like  other  diseases  of 
its  class,  assumes  or  simulates  now  and  then  a  contagious  character. 

The  weight  of  evidence  appears  to  show  that  the  dysentery 
poison,  however  generated,  is  conveyed  in  the  exhalations  arising 
from  earth  saturated  with  decomposing  organic  products.    Taking 
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modem  and  well  proved  instances : — Latham  conceived  that  the 
dysentery  at  Millbank  was  due  to  faulty  diet  of  the  prisoners  and 
to  the  influence  of  imprisonment,  and  he  pointed  to  the  fact  that 
none  of  the  staff  suffered.     The  diet  was  improved,  but  the  disease 
got  worse,  and  attacked  officers  and  servants  as  well  as  prisoners. 
The  prison  was  emptied,  and  it  was  imagined  that  dysentery  was 
got  rid  of ;  but  twenty-two  years  later,  Baly  records  a  repetition 
of  the  same  state  of  affairs— dysentery  never  absent  from  the  in- 
stitution, and  occasionally  taking  a  violent  epidemic  form.     Baly 
argued,  I  think  most  convincingly,  that  the  true  cause  was  con- 
nected with  a   moist  subsoil,  loaded  with  the  products  of  organic 
decomposition.     Since  the  date  of  Baly's  observations,  the  Millbank 
Prison  has   been   thoroughly  drained,   and  dysentery  no  longer 
appears.     Clouston,  in  that  most  able  paper  to  which  I  have  re- 
ferred, proves  beyond  the  possibility  of  contradiction  that  the  out- 
break of  dysentery  in  the  Carlisle  Asylum  was  due  to  the  exhalations 
from  sewage  spread  upon  the  ground  near  the  asylum  buildings. 
The  cause  being  removed,  the  disease  at  once  disappeared. 

There  are  two  points  on  which  I  think  I  ought  to  say  a  few 
words — one  with  reference  to  the  reputed  influence  of  insanity  in 
producing  dysentery ;  the  other  with  regard  to  the  question  of  diet. 
Among  the  older  writers  on  asylum  statistics  the  belief  appears 
to  have  prevailed  that  the  insane  were  in  some  special  way  liable 
to  dysentery.      But  although  it  is  quite  intelligible  that  the  ex- 
istence of    insanity,   accompanied,  as   it  almost  always   is,   by 
lowering  of  the  general  vital  power,  may  render  an  individual 
more  vulnerable,  yet  the  prevalence  of  dysentery  in  asylums,  in 
what  Maclean  calls  the  pre-sanitary  days,  proves   nothing.      In 
those  days  dysentery  prevailed  also  in  workhouses,  military  bar- 
racks, and  prisons.     All  these  establishments  have  one  feature  in 
common — ^the  crowding  together  of  a  large  number  of  people  in  a 
comparatively  limited  space,  and  all  are  liable  to  suffer  from  sani- 
tary defects  in  connection  with  removal  of  excreta.     In  a  similar 
way,  we  can  account,  at  least  in  part,  for  the  liability  to  dysentery 
in  besieged  cities  and  in  camps.     In  connection  with  the  latter, 
the  words  of  Heubner  are  to  be  specially  noted — **  In  the  last  war 
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(1870),  Virchow  and  Seitz  rightly  caUed  attention  to  the  fact  that 
the  dysentery  developed  into  an  epidemic  chiefly  in  the  camps 

■ 

around  Paris  and  Metz — places  that  were  already  known  to  have 
been  infested  with  endemic  intennittents  («.^.,  the  fortifications 
round  Paris)  or  dysentery." 

One  of  Dr.  Clouston^s  patients  was  a  sane  attendant  who  con- 
tracted dysentery  after  haying  been  three  days  in  the  asylum,  and 
died  of  it  after  two  months'  iUness.  Two  of  my  cases,  a  male  and 
a  female,  were  sane  attendants.  Both  of  them,  as  it  happened,  had 
the  disease  in  a  mild  form.  It  struck  me  to  examine  into  the 
mortality  from  dysentery  in  English  asylums  during  the  year  1886. 
I  have  received  the  reports  of  forty  English  asylums  for  that  year, 
and  I  find  that  these  institutions  present  collectively  a  ^' daily 
average  number  resident"  for  the  year  of  82,740.  The  actual 
number  of  deaths  was  3,366.  Two  of  the  asylums  adopt  in  their 
mortality  table  the  Kegistrar-General's  heading,  **  Dysentery  and 
Diarrhoea,"  without  further  distinction,  and  under  this  heading 
twelve  deaths  were  recorded.  In  the  reports  of  the  remaining 
thirty-eight  no  mention  whatever  is  made  of  dysentery,  and  there 
are  but  fourteen  deaths  attributed  to  diarrhoea.-  Thus  if  deaths 
from  dysentery  were  not  absolutely  unknown,  the  proportion  they 
bore  to  the  general  death-rate  was  insignificant* 

On  the  whole,  then,  we  may  safely  say  that  the  infiuenoe  of 
insanity  need  not  be  considered  etiologically. 

Diet. — Believing,  as  I  do,  that  dysentery  is  a  specific  disease,  I, 
of  course,  do  not  think  that  errors  of  diet  could  have  anything 
more  than  a  predisposing  effect.  The  diet  of  the  patients  in  the 
Richmond  Asylum  has  not  been  satisfactory  in  some  ways.  It  is, 
nevertheless,  fairly  liberal,  compared  to  other  similar  institutions 
in  this  country.     The  quantity  of  fresh  flesh  meat  given  is  rather 

•  Compare  TyenuAii'B  record.  He  states,  writing  in  1856,  that  fiftysix 
Cases  of  dysentcoy  and  sixty  eight  of  diarrhosa  had  ooourred  during  three  years 
in  the  male  department  of  the  Middlesex  Asylum,  Cohiey  Hatcn  (containing 
about  750  patients).  The  mortality  from  dysentery  was  1  in  8  of  those 
attacked.  He  also  recalls  an  interesting  eptdemio  of  dysentery  which  broke 
out  in  the  Comwnll  County  Asylum,  Bodmin  (twenty-seven  oases,  of  which 
eleven  termhiated  fatsUy),  in  the  year  1849,  at  a  period  when  dysentery  and 
Asiatic  cholera  prevailed  in  the  neighbourhood. 
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more  than  that  supplied  in  most  Irish  district  asjlnms.  The  diet 
lacks  variety,  bat  that  is  a  common  fault  in  institutions,  and,  un- 
fortunatelj,  impossible  to  avoid  in  this  instance.  The  allowance 
of  fresh  vegetables  given  formerly  was  low  (about  56  oz.  per 
patient  per  week)  ;  but  it  was  about  the  same  as  that  in  use  in  the 
Irish  local  prisons,  and  neither  in  these  institutions  nor  in  the 
other  Irish  asylums  is  dysentery  endemic* 

It  may  not  be  out  of  place  here  to  correct  a  mistake  as  to  the 
epidemic  of  dysentery  at  Carlisle  Asylum,  which  has  been  made 
by  Maclean,  Aitken,  and  others,**  who  have  pointed  out  that  Dr. 
Clouston's  diet-table  included  no  vegetables,  and  have  attributed 

*  It  will  be  remembered  that  Latham  ooiuidered  that  the  aOment  which  he 
had  to  treat  at  Millbank  developed  itself  in  three  forms  occarriag  oontempo- 
raneously  in  the  same  or  in  different  persons — bowel  tronble  (dysentery),  scurvy, 
and  certain  obscure  nervons  symptoms.  No  special  nervoos  phenomena 
appeared  among  my  patients.  Gases  of  sonrvy  appear  to  haye  been  not  infre- 
quent in  former  times  in  the  Biohmond  Asylum.  Mild  scorbutic  symptoms 
appeared  in  some  of  my  dysenteric  patients  who  had  been  ill  for  seTeral  weeks. 
This  arose,  I  believe,  from  an  almost  entirely  farinaceous  diet  having  been 
maintained  for  an  injudiciously  long  time  in  these  cases,  some  of  whom  (old 
inhabitants)  were  probably  predisposed  to  scurvy  by  the  insufficiency  of  vege- 
tables in  their  diet  before  the  oncome  of  dysentery.  Early  in  the  autumn  of 
1887,  while  I  was  absent  on  my  annual  holiday,  heavy  rain  occurring  after  a 
long  droughty  the  number  of  oases  of  dysentery  ran  up  to  a  very  alarming 
figure.  It  was  thought  that  the  use  of  vegetables  might  have  something  to  do 
with  the  outbreak.  The  dietary  was  accordingly  altered  by  the  total  omission 
of  vegetables.  The  weather  becoming  dry  again,  for  that,  or  some  other 
reason,  the  cases  of  dysentery  became  fewer.  Feeling  assured  that  excess  of 
vegetable  food  was  not  responsible  for  the  disease,  I  permitted,  after  my  return, 
the  continuance  of  the  change  for  purposes  of  demonstration.  When  rain 
came  again,  dysentery  appeared  once  more  as  freely  as  ever.  Vegetable  diet 
was  then  at  once  resumed,  but  it  was  too  late,  for  several  cases  of  scurvy 
occurred  within  a  few  days.  Vegetables  had  been  discontinued  for  just  two 
months.  The  short  period  of  abstinence  required  to  bring  about  scorbutic 
symptoms  indicates  that  the  original  dietary  did  not  contain  sufficient  vege- 
table food.  At  the  same  time,  this  entire  history  shows  that  there  was  no 
special  connection  between  the  dysentery  and  the  scurvy.  The  latter  affection 
appeared  both  among  the  sufferers  from  dysentery  and  among  the  other 
patients  when  the  point  of  vegetable  starvation  was  reached.  Since  that  time 
tlie  supply  of  vegetable  food  has  been  abundant  (112  oz.  per  patient  per  week). 
Scurvy  has  not  reappeared.    Dysentery  continues  to  prevaiL 

^  Aitken  has  also  made  a  similar  blunder  in  reference  to  the  earlier  epidemic 
at  Millbank,  apparently  forgetting  Latham's  second  report,  and  overlooking 
the  fact  that  Baly  found  dysentery  still  rife  at  Millbank  many  years  subsequently, 
in  spite  of  the  improved  dietary. 
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the  80-called  scorbutic  type  of  the  illness  to  this  want.  Suspecting 
an  error,  I  communicated  with  Dr.  Ciouston,  and  I  have  his  autho- 
rity for  saying  that  the  omission  of  the  mention  of  vegetable  food 
in  his  description  of  the  dietary  was  a  mere  accidental  oversiglit, 
and  that  the  patients  and  attendants  at  Carlisle  had  an  abundance 
of  vegetables.  There  are  two  or  three  facts  that  dispose  of  the 
question  of  diet.  Clouston's  attendant  got  dysentery  after  being 
three  days  in  the  asylum.  Nothing  but  poison  of  some  kind  will 
account  for  this.  My  attendants  got  abundance  of  vegetables,  and 
much  more  variety  of  food  than  it  is  possible  to  give  the  patients, 
yet  two  of  them  contracted  dysentery.  Finally,  a  considerable 
number  of  my  patients  got  dysentery  after  being  so  short  a  period 
in  the  asylum  that  the  most  faulty  dietary  could  scarcely  have  had 
time  to  bring  about  any  serious  change  in  the  constitution. 

Table  shotving  the  length  of  residence  in  Asylum  before  the  first 
symptoms  of  Dysentery  appeared  in  those  who  suffered  from  that 
affection^  from  September  1,  1886,  to  December  31,  1887. 
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The  preceding  table  indicates  a  state  of  affairs  such  as  one  would 
expect  to  result  from  local  malarial  influences,  but  which  is  quite 
incompatible  with  the  notion  of  a  constitutional  condition  arising 
from  a  slowlj  acting  alteration  in  nutritive  functions — ^which  maj 
be  thus  summarised :  one  patient  was  attacked  with  dysentery 
within  thirteen  days  residence  in  the  asylum ;  four,  within  four- 
teen days ;  tliirteen,  at  various  periods  within  thirty-one  days ; 
thirty-four  patients  were  attacked  within  three  months  of  their 
admission  to  the  asylum ;  and  sixty  (t.«.,  40*8  per  cent,  of  all  the 
sufferers)  within  one  year. 

What,  then,  are  the  conditions  that  we  And  existing  at  the  Rich- 
mond Asylum,  which  I  believe  to  be  productive  of  dysentery  ?  The 
Richmond  Asylum  stands  on  a  rising  upland,  could  have  been 
easily  drained,  and,  if  it  were  constructed  on  modern  principles, 
might  be  expected  to  be  a  salubrious  place.  All  the  surface  soil 
about  the  buildings  is  loose  earth,  much  of  it  *'  made*'  earth,  all 
very  porous  and  very  shallow,  nowhere  more  than  from  three  to 
four  feet,  often  not  more  than  eighteen  inches  deep.  The  subsoil 
is  a  very  thick  layer  of  stiff  boulder  clay,  in  the  highest  degree 
tenacious  and  impervious.  The  buildings  are,  in  great  part,  old, 
and  the  mode  of  getting  rid  of  excreta  was  probably  originally 
very  primitive.  All  the  sanitary  arrangements  have  undergone 
numerous  alterations — various  parts  at  various  times,  but  quite 
without  reference  to  scientific  experience,  and  indeed  without 
definite  plan.  The  usual  result  has  been  produced,  but  to  an 
extent  rarely  paralleled.  It  wotild  be  inopportune  to  enter  into 
any  minute  details;  but  it  may  suffice  to  say  that  there  is  ample 
evidence  that  the  groimd  under  and  around  the  buildings  is  every- 
where saturated  with  sewage.  In  some  places,  even  the  walls  have 
absorbed  sewage.  Cesspools  exist  in  close  proximity  to  the  build- 
incra.  Many  are  even  built  in  angles  of  the  buildings,  so  that  two 
house  walls  form  two  walls  of  the  cesspool.  Soil  pipes  and  sink 
pipes  open  directly  into  these,  and  the  overflow  drains,  some  square 
rubble,  some  badly  jointed  pipes,  run  under  the  dwelling  rooms. 
From  the  nature  of  the  soil,  as  explained,  it  will  be  seen  that  the 
most  dangerous  materials  must  lie  and   decompose  between  the 
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surface  and  the  subsoil.  The  impervious  boulder  clay  admits  of 
no  escape.*  As  far  as  my  experience  during  the  fourteen  months 
reported  upon  enables  me  to  judge,  I  believe  that  what  occurs  is 
this : — ^While  the  weather  is  continuously  dry  there  is  little  danger. 
Rain,  especially  when  accompanied  by  heat,  either  acts  in  some 
such  way  as  to  set  loose  latent  germs,  or  simply  renders  the  earth 
incapable  of  absorbing  and  altering  the  injurious  materials.  Dry 
earth  is  known  to  be  a  good  deodorant,  and,  perhaps,  antiseptic. 
Moist  earth  possesses  no  such  properties.  Therefore,  the  period 
of  greater  danger  is  damp  weather,  and  the  period  of  the  greatest 
danger  is  when  sudden  rain  succeeds  to  a  long  continuance  of  dry 
weather.  This  was  remarkably  borne  out  by  the  violent  outbreaks 
of  dysentery  that  occurred  in  the  autumns  of  1886  and  1887,  when 
these  conditions  were  very  perfectly  fulfilled. 

If  it  be  said  that  the  explanation  I  suggest  cannot  be  accepted 
owing  to  the  difficulty  of  understanding  the  production  of  the 
dysentery  germ  or  poison,  de  novo^  it  may  be  replied  that  the 
same  objection  might  be  made  when  we  account  for  the  produc- 
tion of  typhoid  fever  through  contamination  of  drinking  water; 
but,  in  the  case  of  the  present  outbreak,  the  difficulty  can  hardly 
be  said  to  arise,  since  dysentery  has  existed  to  a  greater  or 
less  degree  almost  continuously  (perhaps  quite  continuously)  since 

1817. 

In  laying  down  the  following  conclusions,  to  which  I  conceive 
my  observations  naturally  lead,  I  can  lay  claim  to  no  originality. 
In  a  subject  about  which  so  much  has  been  written,  that  was 
hardly  to  have  been  expected.  I  can  only  say  that  the  disorder  I 
have  unfortunately  had  to  treat  has  followed  with  tolerable  strict- 
ness what  appear  to  be  the  laws  that  regulate  the  appearance  of 
dysentery. 

*  I  think  it  right  to  note  that  the  Governors  of  the  Richmond  Aaylnm, 
having  had  their  attention  drawn  to  the  sanitary  state  of  the  institution  by  my 
"RepoTi  for  the  year  1886,  have  generously  adopted  a  very  complete  and  extei.- 
siv^e  scheme  of  new  sanitary  buildings  and  drainage,  wliich  is  at  present  being 
carried  out  according  to  the  plans  of  the  well-known  sanitary  engineer,  Mr. 
Kaye  Parry,  and  under  bis  supei vision. 
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1.  Dysentery  is  communicated  through  exhalations  from  a  soil 
saturated  with  the  products  of  organic  decomposition. 

2.  The  incidence  of  dysentery  at  particular  times  and  seasons  is 
due  to  the  relative  moisture  of  the  soil  at  such  times  (or,  at  least, 
to  its  degree  of  saturation  with  moistened  organic  matter.  It  is 
conceivable  and  even  probable  that  a  very  great  excess  of  rain 
may  dilute  the  poison  or  wash  it  away).  High  temperature  seems 
to  be  a  contributing  agent. 

3.  When  dysentery  breaks  out  there  is  commonly  a  concurrent 
outbreak  of  diarrhoea  of  a  severe  form. 

4.  Dysentery  appears  where  dysentery  has  been  before. 

5.  When  dysentery  appears  over  a  large  area,  including  its  old 
haunt,  it  appears  in  the  latter  situation  in  its  worst  form  and  to 
the  greatest  extent. 

6.  Like  other  malarial  affections,  dysentery  attacks  by  prefe- 
rence those  who  are  not  acclimatised  to  the  conditions  that  have 
produced  it. 
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A  CASE  OF  DISEASE  OF  NERVOUS  SYSTE\f, 
PRESENTING  SYMPTOMS  OF  TUMOUR  IN 
WHICH  ONLY  MICROSCOPICAL  CHANGES 
WERE  FOUND. 

By  WALTER  BERNARD,  F.K.Q.C.P. 

[Bead  before  the  Section  of  Pathology,  Jamuoy  19;  188&] 

On  16th  February,  1887,  Mary  Stewart,  aged  twenty,  was  first 
seen. 

History, — ^In  November,  1886,  she  noticed  her  sight  commencing 
to  faiL  At  that  time  she  had  "'  soreness "  in  her  forehead  and  a 
little  ^'dizziness.**  Her  mother  told  us  she  ''could  not  thread  a 
needle  three  weeks  before  Christmas.''  On  9th  February,  1887 
bilious  vomiting  set  in.  She  had  great  difficulty  in  walking,  and  her 
sight  was  veiy  defective. 

On  February  16th  we  found  her  in  bed.  Face  was  ruddy;  body 
well  nourished ;  knee-jerks  exaggerated  on  both  sides,  particularly 
on  right ;  ankle-clonus  easily  elicited  on  right  side,  not  on  left ;  pupils 
large,  acting  very  little,  if  at  all,  to  light;  no  nystagmus;  left  disc 
normal;  right  disc  moderately  inflamed;  sleeps  a  good  deal; 
mind  seems  clear,  and  she  answers  sensibly  any  questions  put  to  her. 
Vomiting  is  complained  of.  Has  never  had  a  discharge  from  the 
ear.  No  ptosis.  Can  look  in  any  direction,  but  is  slow  in  moving 
her  eyes.  Menstruation  normal.  Cannot  count  fingers.  Has 
some  pain  in  her  forehead.  Family  history  throws  no  light  on 
case.     No  history  of  tubercle  or  nervous  disease. 

February  23rd. — ^Patient  drowsy.  Vomiting  still  present.  On 
20th  she,  for  the  first  time,  passed  her  urine  in  bed;  since  19th  has 
had  no  pain  in  her  head. 

26th. — ^Patient  very  drowsy.  Answers  slowly  when  asked  any 
questions.  Pulse  84,  small  and  weak.  Head,  when  she  lies  on 
back,  tends  to  turn  to  right  side.  Yawns  frequently.  Passes  urine 
and  faeces  in  bed. 
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March  2nd. — ^Neck  b  stiff.  Head  is  turned  to  right  side ;  she 
does  not  like  to  have  it  moved  from  this  position,  as  it  gives  her 
pain. 

5th. — When  awake  she  has  a  peculiar  staring  look.  This  is 
from  retraction  of  the  upper  eyelids.  The  mother  says  they 
appear  ^'  as  if  they  were  catched  up ;"  vomiting  has  ceased ;  knee- 
jerks  are  not  now  exaggerated  on  either  side ;  ankle-clonus  still 
present  on  right  side. 

12th. — Right  disc  moderately  inflamed ;  left  disc  (edematous  on 
its  nasal  side;  anl^le-clonus  could  not  be  elicited;  saliva  comes 
from  one  angle  of  the  mouth. 

16th. — Knee-jerk  is  absent  on  right  side — present  slightly  on  left 
side;  complains  of  soreness  in  front  part  of  neck;  there  is 
tenderness  here,  but  no  swelling. 

2drd. — ^Does  not  notice  when  the  finger  is  brought  close  up  to 
the  eye ;  nasal  side  of  left  disc  inflamed. 

26th — Upper  eyelids  are  not  now  retracted;  vomiting  has 
returned.  Mother  says,  on  the  25th  she  had  an  '^  attack  of  nerves '' 
in  her  throat. 

30th. — Patient  knows  when  the  hand  is  waved  before  her  eyes ; 
temperature  is  subnormal;  sphincters  have  to  a  great  extent 
recovered.     Was  sitting  up  in  a  chair. 

April  9th. — Has  her  legs  drawn  up ;  it  pains  her  to  get  them 
stretched  down. 

20th. — ^We  found  that  right  arm  has  very  little  power  in  it.  On 
18th  April  she  had  two  fits^  she  ^^ worked"  a  little  in  them. 
After  fits  she  vomited  a  large  quantity  of  green  matter. 

23rd. — She  was  found  in  a  fit;  she  was  quite  unconscious,  but 
not  convulsed  ;  eyes  were  turned  up ;  she  was  pale  and  changed 
colour  somewhat.  Mother  attributes  this  fit  to  her  bowels  being 
confined  and  the  administration  of  an  enema  by  a  nurse. 

May  11th. — There  is  marked  nystagmus.  Her  eyes  tend  more 
to  left  than  to  right.  Her  mind  is  affected.  She  fancies  she  is 
not  in  bed  but  on  her  feet. 

14th. — Eyes  tend  towards  left;  oscillate  from  side  to  side  about 
42  times  in  the  minute ;  movement  is  rapid  towards  right,  slower 
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towards  left    The  excursion  of  the  eyes  is  not  great,  and  when 
furthest  towards  right  barelj  look  straight  forward. 

21st. — Cannot  look  to  right;  with  an  effort  she  can  look 
straight  forward.  Left  upper  eyelid  follows  eye  downward  less 
than  right.     Left  arm  is  weak,  but  is  not  so  bad  as  right. 

28th. — ^Eyes  do  not  oscillate  as  frequently ;  are  not  looking  so 
much  to  left,  and  can  move  better  towards  right.  Can  turn 
her  head  to  either  side  without  difficulty.  Legs  still  drawn 
up.  It  hurts  her  to  have  them  straightened.  Optic  neuritis  in 
right  eye  is  subsiding.  Temporal  edge  can  be  defined  by  direct 
method. 

June  4th. — Is  looking  quite  straight.  Can  look  to  both  sides 
fairly  well.  Nystagmus  still  present.  Is  menstruating  for  first 
time  since  early  part  of  illness. 

11th. — ^Complains  of  pains  in  her  knees;  legs  are  drawn  up. 
Her  mother  told  us  she  has  some  pain  in  her  head  occasionally. 

22nd. — In  right  eye  the  neuritis  has  almost  completely  subsided, 
and  disc  is  whitish.  The  swelling  on  nasal  side  of  left  disc  has 
also  subsided.  Has  control  over  rectum  and  bladder.  Left  arm 
is  very  weak  ;  she  cannot  put  it  up  to  her  head  ;  can  put  up  right 
without  any  difficulty. 

July  9th. — She  was  found  asleep.  On  opening  eyelids  pupils 
were  found  considerably  contracted.  When  she  awoke  pupils 
immediately  dilated,  and  remained  large.  With  left  eye  she  can 
count  fingers.     During  sleep  there  was  no  nystagmus. 

23rd. — ^Nystagmus  very  slight^rotatory.  Dr.  M'Caul  was 
obliged  to  draw  off  urine.  She  died  of  exhaustion  on  the  8th 
August,  1887.  She  could  speak  four  hours  before  death,  and  could 
swallow  to  the  last. 

Paat'tnartem  was  made  next  day.  Brain  and  part  of  cord  were^ 
examined.  Membranes  were  found  to  be  normal.  Brain  was  no 
fully  examined  until  hardened  by  alcohol.  No  tumour  was  found 
anywhere.  Ventricles  were  not  dilated*  Right  optic  nerve  shows 
evidence  of  neuritis.  I  show  you  parts  of  brain  and  cord  which 
you  can  examine  for  yourselves.  Parts  of  some  sections  do  no 
take  up  the  stain  of  logwood,  probably  on  account  of  defect  in  the 
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Plain.  In  the  cervical  |>art  of  the  spinal  cord  one  anterior  horn 
was  found  atrophied.  In'  the  medulla  there  were  found  amyloid 
bodies  in  abundance,  and  some  evidence  of  sclerosis. 

Remarks,  ^jyr.  Hughlings  Jackson  reports  a  case  in  which 
symptoms  of  tumour  were  present  during  life,  but  after  death  only 
microscopical  changes  in  the  substance  of  the  cortex  were  found. 
(See  <'Fagge*s  Medicine,"  2nd  edition,  vol.  I.,  p.  630).  The  case 
recorded  above  in  some  particulars  resembles  Dr.  H.  Jackson's 
caae. 


^  ■      ii^M 
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SUICIDAL  WOUND  OF  THE  HEART  WITH 

A  PIN. 

By  WILLIAM  THOMSON,  M.A.,  F.R.C.S.; 

Surgeon  to  the  Biohmond  Hospital ;  General  Secretary  to  the  Royal  Academy 

of  Medicine  in  Ireland. 

[Read  in  the  Section  of  Pat&ology,  January  18,  1888.] 

The  following  notes  of  a  case  of  unusual  interest  were  supplied  to 
me  by  Mr.  Leonard  H.  Kidd,  and  thej  are  so  accurate  that  I 
submit  them  to  the  Pathological  Section  as  I  received  them : — 

"  On  the  morning  of  Monday,  28 th  November,  1887,  while  acting 
as  House  Surgeon  in  the  Richmond  Hospital,  Dublin,  I  was  called 
to  see  a  ^  case '  that  had  been  brought  to  the  hospital  in  charge  of 
the  police.  The  man  was  dead,  and  as  the  result  of  my  examina- 
tion I  concluded  he  must  have  been  so  at  least  half  an  hour.  The 
policeman  in  charge  gave  the  following  history  of  the  case : — Tlie 
man  had  been  arrested  on  Sunday,  the  27th,  at  about  seven  a.m., 
and  was  supposed  to  be  a  lunatic,  as  he  was  wandering  about  the 
streets  with  no  other  covering  than  his  shirt;  while  in  the  police 
cell  he  was  very  restless,  walking  continually  up  and  down,  stamp- 
ing, and  constantly  calling  on  imaginary  friends  and  foes,  declaring 
that  there  were  serpents  and  other  reptiles  about  his  neck. 

*' At  about  d  30  on  Monday  morning  the  constable  on  duty  heard 
him  fall,  and  on  opening  the  door  found  the  prisoner  half  sitting, 
half  lying  on  the  floor,  with  his  back  against  the  door.  The 
constable  tried  to  raise  him,  the  prisoner  muttered  some  words  and 
fell  back  again ;  immediately  he  was  put  on  a  stretcher  and  taken 
to  hospital,  a  distance  of  a  little  over  a  quarter  of  a  mile. 

<^  I  made  a  most  careful  examination  of  the  corpse  and  could  And 
no  signs  of  injury  or  violence  about  the  head  or  body,  except  a 
few   trifling  scratches  and  bruises;  no  injury  to  the  mouth  or 
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tongue ;  no  smell  of  alcohol ;  the  pupils  equal  and  normal ;  rigor 
mortis  just  commencing  in  the  lower  jaw. 

^^  When  putting  the  stethoscope  to  his  heart  I  noticed  something 
peculiar  about  the  skin ;  on  closer  examination  I  found  that  in  the 
6th  costal  interspace  of  the  left  side  there  was  a  pin  driven  into 
the  tissues  and  firmly  fixed  there,  only  its  head  remaining  above 
the  skin;  the  exact  position  of  the  pin  was  a  spot  2^  inches 
from  the  nipple  downwards  and  inwards,  and  2|  inches  from  the 
middle  line  of  the  body,  its  direction  backwards  and  slightly 
downwards. 

^^  The  skin  round  the  pin  was  creased,  and  looked  as  if,  before  the 
pin  had  been  thrust  in,  the  skin  had  been  stretched  downwards,  as 
one  does  in  paracentesis  thoracis  to  make  a  valvular  opening — ^its 
elasticity,  when  the  pressure  was  removed,  causing  it  to  wrinkle 
round  the  pin.  The  pin,  an  ordinary  toilet  one,  was  1^  inches 
long.  The  man  was  rather  broad-chested,  and,  as  the  above 
measurements  show,  the  pin  puncture  was  exactly  in  the  area  of 
the  cardiac  impulse. 

'^  The  post  mortem  proved  the  pin  had  traversed  the  pleura,  the 
pericardium,  and  wounded  the  anterior  wall  of  the  left  ventricle ; 
it  was  found  the  pin  had  passed  into  the  chest  between  the  exter- 
nal ends  of  the  5th  and  6th  costal  cartilages.  On  the  pleural 
surface  of  the  puncture  there  was  some  slight  recent  pleuritis,  and 
thickening  of  the  pleura;  elsewhere,  on  both  sides  of  the  chest, 
the  pleura  was  perfectly  healthy,  with  the  single  exception  of  an 
adhesion  of  the  pleura  covering  the  root  of  the  left  lung  to  the 
adjacent  pericardium. 

*'  In  the  left  pleural  cavity  there  was  a  small  amount  of  blood, 
most  of  which,  I  think,  must  have  escaped  from  the  pericardium 
during  the  manipulations,  as  immediately  on  touching  the  pericar- 
dium blood  oozed  from  it. 

^'  On  the  anterior  surface  of  the  pericardium,  in  a  position  cor- 
responding to  the  puncture,  I  found  a  small  blood-clot;  around 
this  there   was  some  thickening  of   and  extravasation  into  the 
substance  of  the  pericardium ;  removal  of  this  clot  exposed  a  hole- 
in  the  pericardium  with  iiTCgular  edges,  and  measuring  ^  in.  in 
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diameter,  and  pure  blood  escaped  from  the  sac  of  the  pericardium 
(which  was  tense  and  distended),  which,  when  taken  tip  and 
measured,  amounted  to  17^  oe. 

"  On  the  anterior  aspect  of  the  heart  was  a  large  clot,  weighing 
2^  02.,  taking  its  origin  from  a  rough  granular  surface,  as  large  as 
a  shilling,  and  corresponding  to  the  position  of  the  pin's  point,  the 
heart  being  here  denuded  of  the  visceral  layer  of  the  pericardium, 
and  presenting  a  jagged  appearance.  This  lesion  was  situated  almost 
entirely  on  the  wail  of  the  left  ventricle,  where  the  latter  comes  a 
little  forward  to  form  the  apex  of  the  heart,  extending  across  the 
interventricular  groove,  slightly  encroaching  on  the  margin  of  the 
right  ventricle.  On  the  floor  of  this  '  ulcer,'  a  quarter  of  an  inch 
from  the  ventricular  septum,  there  was  a  vein  with  an  opening  in 
it ;  the  long  axis  was  parallel  with  the  course  of  the  vessel,  and 
just  admitted  the  point  of  a  fine  probe.  This  vessel,  a  tributary  of 
the  great  coronary  vein,  opened  into  the  great  cardiac  sinus. 

<<  The  cavity  of  the  ventricle  was  not  implicated,  as  proved  by 
forcible  injection  of  water,  followed  by  careful  and  gentle  probing. 
It  is  interesting  to  add  that  the  internal  organs  were  all  congested, 
especially  the  kidneya  and  liver,  the  latter  weighing  7  lbs.  12  ozs. ; 
the  bladder  was  full  of  albuminous  urine,  the  result  of  the  renal 
congestion  (?),  the  intestines  and  their  contents  being  bile -stained. 
The  contents  of  the  stomach  were  not  examined.  The  venous 
sinuses  of  the  skull  were  all  distended ;  the  substance  of  the  brain 
showed  nothing  abnormal,  but  the  lateral  ventricles  contained  more 
than  the  normal  amount  of  fluid.*' 

This  case  adds  another  to  the  long  list  of  injuries  to  the  heart 
in  which  the  patients  have  survived  for  a  considerable  time. 
Fischer's  collection  of  47  cases  of  wounds  of  the  heart,  in  which  the 
patients  lived  for  periods  varying  from  an  hour  to  52  years,*  gives 
a  sufficiently  full  record  of  the  curiosities  of  such  injuries.  It  may 
be  interesting,  however,  to  note  the  following  cases  in  some  detail : — 

Mr.  Frederick  Wright  reports  in  the  British  Medical  Journal, 
Nov.  13,  1869,  the  case  of  a  boy,  aged  fi^^  jeare,  who  stuck  a 
*  Holmes'  System  of  Surgery.    Third  edition.    YoL  I,  p.  852. 
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common  sewing  needle  into  the  front  of  his  dress;  accidentallj  he 
drove  it  into  his  thorax.  While  endeavouring  to  extract  it  hj 
pulling  the  thread,  the  needle  broke  off.  The  mother  saw  a  slight 
mark  but  no  bleeding.  He  went  to  school.  Next  day  he  had  pain 
in  the  chest ;  on  the  second  day  the  pain  extended  to  the  chesty 
neck,  and  shoulder.  On  the  evening  of  the  third  day  he  walked 
up  stairs  to  bed.  Hearing  him  call,  the  mother  ran  up  staizs  and 
found  him  getting  out  of  bed.     He  died  in  half  an  hour. 

At  the  autopsy,  there  was  a  slight  mark  over  the  cartilage  of 
the  5th  rib,  and  about  one  and  a  half  inch  from  the  middle  of  the 
sternum.  ^  On  pressure  I  could  detect  a  portion  of  the  needle  pro- 
jecting about  -^th  in.  from  the  surface  of  the  cartilage.  On 
removing  about  an  inch  of  the  cartilage  I  found  that  the  needle 
had  passed  about  f  in.  beyond  it,  perforating  the  pericardium, 
which  was  enormously  distended  with  dark  fluid  blood."  On 
removing  a  firm  clot  of  blood  which  surrounded  the  heart,  Mr. 
Wright  found  ^^  that  about  a  square  half  inch  of  the  surface  of  the 
heart  was  so  much  lacerated  that  only  a  network  consisting  of  a 
few  shreds  of  muscular  fibre  remained ;  this  gave  way  under  very 
slight  pressure  of  the  finger.  The  rupture  was  very  near  the  apex 
of  the  right  ventricle.  There  was  not  a  drop  of  blood  in  any  of 
the  cavities  of  the  heart." 

A  girl,  aged  six,  complained  of  pain  in  her  chest,  played  about 
until  evening,  and  was  ill  all  night.  She  had  pain  in  the  chest 
and  abdomen,  until  next  evening,  when  she  died. 

At  the  autopjy,  held  by  order  of  the  coroner,  Mr.  FUoyd  Peck 
reports  that  the  scalpel  struck  against  a  metallic  body,  which 
proved  to  be  a  stout  needle,  which  had  been  thrust  through  the 
junction  of  the  sternum  with  the  cartilage  of  the  third  rib,  and 
broken  off  short  externally.  A  corresponding  small  spot  was  then 
noticed  on  the  skin  of  the  chest.  The  part  projecting  inwards 
measured  about  an  inch,  and  had  wounded  one  or  two  mediastinal 
veins,  and  made  a  small  opening  into  the  pericardium,  which  was 
full  of  blood.  There  was  considerable  bloody  infiltration  into  the 
tissues  around.  The  external  wall  of  the  right  ventricle  was 
frayed,  as  it  were,  with  the  point  of  the  needle.  On  inquiry,  some 
complaint  had  been  made  by  the  child  of  a  needle  which  she  had 
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in  her  pinafore  having  been  broken  and  having  pricked  her. — 
{Pravin.  Med.  and  Surg.  Journal.     1852.     P.  836). 

Dr.  Sklarskj,  a  Russian  physician,  relates  a  fatal  case  of  aneu- 
rysm of  the  aorta,  in  a  woman,  and  on  making  an  examination  a 
sewing  needle,  one  inch  long,  was  foand  so  firmly  imbedded  iu  the 
substance  of  the  right  auricle,  and  so  corroded  that  it  broke  into 
several  pieces  on  an  attempt  being  made  to  extract  it.  He  sup- 
posed that  the  needle  had  been  swallowed,  had  passed  from  the 
oesophagus  into  the  aorta,  and  so  produced  the  aneurysm,  whence, 
by  the  movements  of  the  heart,  it  was  thrust  into  the  auricle.—^ 
{Brit,  and  Foreign  Med.  RevieWy  July,  1845). 

Dr.  Leanning  reports  a  case  in  which  a  young  woman,  when 
stooping  over  a  table,  ran  a  needle  into  the  right  breast;  a  month 
subsequently  was  seized  with  pleuritis.  Five  months  later  she 
had  pneumonia,  and  pain  about  the  heart  and  pericardium.  After 
death  the  needle  was  found  passing  from  the  back  through  the 
right  ventricle  into  the  left. — (Phil.  Med.  Examiner  and  Brit,  and 
F.  Med.  Rev.,  July,  1845). 

M.  Caen  has  published  the  case  of  a  woman,  aged  twenty-six, 
who,  being  in  prison  and  dreading  to  be  brought  to  trial,  resolved 
to  destroy  herself.  This  she  accomplished  by  thrusting  about 
thirty  pins  and  needles  into  her  chest  in  the  region  of  the  heart. 
She  introduced  them  with  great  gentleness,  and  used  to  press  them 
inwards  with  the  aid  of  her  prayer-book.  She  died  on  the  day 
preceding  her  trial.  Numerous  needles  were  found  ;  one  reached 
the  back  part  of  the  right  auricle  and  perforated  the  descending 
cava.  The  anterior  portion  of  the  left  ventricle  was  transfixed  by 
a  needle,  and  a  small  clot  had  formed  around  it  within  the  cavity  of 
the  ventricle.  The  oesophagus  was  also  perforated. — {Lancet^  1863). 

At  a  meeting  of  the  Scientific  and  Literary  Institute  of  Milan, 
Dr.  Biffi  presented  the  heart  of  a  lunatic,  the  left  ventricular  cavity 
of  which  contained  a  needle  six  centimetres  (nearly  2^  inches) 
long.  The  point,  after  perforating  the  valve,  projected  for  a  centi- 
metre into  the  left  auricle.  From  inquiry  it  appeared  that  the 
man  had  introduced  the  needle  into  his  heart  about  22  months 
before  his  death,  and  that  the  act  was  not  followed  by  the  least 
inconvenience. — {Brit.  Med.  Joum.y  Nov.  27,  1869). 


MULTIPLE  (PYEMIC)  ABSCESS  OF  THE  LIVER 

AND  LUNGS. 

By  J.  MAGEE  FINNY,  M.D.,  Univ.  Duel.,  F.K.Q.C.P.  ; 

King's  Ftofessor  of  Practice  of  MecQoine ; 
Clinical  Physician  to  Sir  Patrick  Dan's  Hospital. 

[Read  in  the  Section  of  Pathology^  January  13,  1888.] 

The  case  I  bring  under  the  notice  of  the  Academy  is  one  possessed 
of  some  points  of  interest  beyond  that  of  its  intrinsic  nature. 

One  such  interesting  feature  I  conceive  to  be  the  long  duration 
which  elapsed  between  the  occurrence  of  the  original  inflammatory 
disease  of  the  peritoneum  and  the  infection  through  the  splenic 
vein,  which  produced  the  final  abscesses  of  the  liver  and  lungs. 

And  a  second  point  I  would  indicate  in  the  mode  by  which  the 
putrefactive  virus  was  introduced,  so  as  to  convert  a  chronic  in- 
flammatory thickening  of  an  old  localised  peritonitis  into  a  centre 
of  infection  and  pyaemia. 

The  following  are  the  clinical  records,  taken  by  my  clinical 
clerks,  Messrs.  Kenny  and  Tuthill : — 

R.  B.,  aged  twenty -seven,  unmarried,  was  admitted  to  Sir  P. 
Dun's  Hospital,  November  16,  1887,  under  my  care,  with  the 
desire  of  breaking  off  a  habit  of  using  morphia  hypodermicaily  as 
a  stimulant — a  practice  he  had  acquired  four  years  previously,  and 
which  had  latterly  completely  mastered  and  demoralised  him.  It 
is  not  cognate  to  my  subject  to  refer  to  this  further  than  to  state 
that  the  medical  use  of  morphia  was  first  recommended  and 
applied  in  this  city  by  physicians  of  the  highest  reputation  for  the 
relief  of  suffering,  referred  by  the  patient  to  the  region  of  the 
stomach,  under  the  left  costal  arch.  He  stated  that  it  was  a 
question  among  his  medical  advisers  as  to  whether  he  was 
suffering  from  cancer  at  that  time.  The  morphia  relieved  his 
pain,  and  eventually  he  was  cured  of  his  symptoms  for  a  couple  of 
months.     It  then  returned,  and  he  used  the  morphia  himself,  and 
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thus  became  addicted  to  its  use,  and,  finally,  he  could  not  do  with- 
out it — ^his  allowance  latterly  being  12-13  grs.  per  diem,  3  grs. 
or  60  TU  of  Pharmacopoeial  hypodermic  solution  being  the  dose  he 
found  sufficient  to  procure  4-6  hours'  comfort. 

I  mention  these  facts  as  they  probably  indicate  the  time  when 
he  had  a  localised  peritonitis  adjoining  the  splenic  flexure  of  the 
colon.  At  this  time  and  frequently  subsequently  he  had  much 
difficulty  in  properly  evacuating  the  bowels,  and  he  described  the 
peristaltic  action  of  the  bowel  as  being  violent  up  to  the  point  referred 
to,  in  the  left  side  of  the  abdomen,  and  then  as  being  arrested. 

On  admission  he  presented  an  emaciated,  sallow  appearance, 
and  stated  he  had  lost  3-4  stone  in  weight.  His  appetite  was 
almost  nil,  and  his  bowels  were  very  hard  to  move. 

On  November  27th,  ten  days  after  admission,  he  complained  of 
pain  in  the  left  side  of  his  abdomen,  at  the  level  of  the  umbilicus, 
and  shifting  towards  the  left  lumbar  region,  and  the  bowels  had 
not  moved  for  three  days.  Aperients  and  soap  and  oil  enemata 
produced  little  result,  and  for  the  succeeding  week  he  presented  the 
symptoms  of  enteritis — ^viz.,  his  tongue  became  furred,  the  papillae 
red  and  prominent,  the  temperature  febrile,  reaching  a  maximum 
of  102*8^  on  December  1st;  with  the  usual  accompaniments  of 
headache,  loss  of  appetite,  and  sleeplessness.  Several  hard  lumps 
were  removed  by  enemata  of  linseed  tea  during  this  time,  while 
physical  examination  produced  pain  in  the  place  indicated,  and  re- 
vealed by  percussion  an  increased  area  of  dulness,  which  corre- 
sponded to  that  of  an  enlarged  spleen.  The  urine  was  free  from 
albumen  or  indigo. 

Some  improvement  in  his  general  and  local  symptoms  followed 
for  the  next  ten  days,  when  again  the  fever  rose,  and  from  Decem- 
ber 10th  to  20th,  when  death  occurred,  it  ranged  from  101^  in 
the  morning,  to  102*5°  in  the  evening  (on  the  evening  of  15th 
going  up  to  103*6°).  Night  perspirations  during  sleep  were  now  - 
and  then  noticeable,  but  they  were  not  always  excessive.  On 
December  15th,  for  the  first  time,  he  had  some  purulent  expecto- 
ration, which  on  one  or  two  occasions  contained  a  little  blood.  It 
was,  however,  unlike  pneumonic  sputum.  Careful  and  repeated 
examinations  of  the  lungs  resulted  in  negative  results  beyond  a 
slight  and  limited  patch  of  dulness  at  the  inferior  angle  of  the  right 
scapula. 

Subsequent  observations  elicited  mucous  r&les  here  and  there 
through  both  lungs,  and  the  sputa  became  more  distinctly  puru- 
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lent,  unmixed  with  mucous  or  blood,  and  free  from  all  bad  odour. 
Slight  jaundice  was  detected  in  the  urine  on  the  15th,  and  both 
liver  and  spleen  are  reported  to  be  enlarged. 

The  jaundice  was  better  marked  in  the  conjunctiva  and  skin  on 
December  16th,  and  though  present  till  death  it  was  at  no  time  very 
pronounced.  With  the  occurrence  of  jaundice  delirium  set  in, 
chiefly  at  night,  of  the  '^  busy  "  nature,  the  patient  getting  up  and 
walking  about.  The  pulse  became  very  rapid — 120,  136,  144, 
while  it  lost  in  body.  Sleep,  which  was  before  procurable  by 
urethane,  left  him,  and  he  sank  rather  suddenly  on  December  21st. 

En  resume.  Three  periods  of  about  ten  days  each  may  be  noted. 
The  first,  emaciation,  malaise  and  constipation ;  the  second,  irregular 
febrile  and  gastric  disturbance,  the  pulse  not  exceeding  100 ;  the 
third  decade  closing  the  scene  with  pysemic  symptoms — delirium, 
night-sweats,  hectic  fever,  and  rapid  pulse,  and  also  the  local 
manifestations  of  secondary  abscesses  of  lungs  and  liver  by  purulent 
expectoration,  jaundice,  and  enlargement  of  the  liver. 

Post-mortem  Examination  of  R.  B,* 

Left  Lung, — Upper  lobe  emphysematous,  especially  in  front  and 
superficially.  Lower  lobe  (pleura  thickened)  was  in  a  state  of 
pneumonic  consolidation,  friable ;  on  section  was  greyish  in  colour, 
and  there  were  some  yellow  purulent  spots. 

Right  Lung  was  emphysematous.  On  section  there  were  found 
several  yellow  purulent  spots,  better  marked  than  in  left  lung,  and 
localised  to  one  area.  Lower  lobe  was  in  a  state  of  congestion  ; 
there  were  several  small  loculi  full  of  purulent  matter,  exactly  like 
the  expectoration.  This  lung  is  not  friable  ;  the  abscesses  are  most 
likely  embolic  in  origin ;  very  little  redness  surrounded  the  depots 
of  pus.  There  were  some  enlarged  soft  glands  at  the  roots  of  both 
lungs. 

Liver  is  greatly  enlarged,  but  preserves  its  normal  shape.  On  its 
surface  are  small,  grey,  slightly-elevated  spots,  varying  in  size  from 
a  large  pin-head  to  that  of  a  split  pea,  many  of  them  being  in 
clusters ;  are  most  marked  on  left  lobe ;  on  under  surface  of  liver  they 
are  very  plentiful.  There  are  signs  of  late  peri-hepatitis  on  under 
surface  of  liver,  thick  flakes  of  lymphy  exudation  existing  in  the 
sulci  on  each  side  of  the  gall-bladder.  On  section  are  found  small 
abscesses,  the  size  of  a  pea,  scattered  throughout  the  liver,  and  are 
very  numerous. 

*  Notes  taken  Dec.  23rd,  by  Mr.  Alfred  TuthilL 
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Oall-hladder  is  thickened  and  indurated,  ei^pecially  at  the  cjstic 
duct ;  contains  some  bile,  which  is  of  a  normal  rhubarb  colour. 

Common  Bile  Duct  is  not  obstructed. 

CyHic  Duct  at  exit  appears  to  be  tliickened. 

Hepatic  Duct. — There  is  a  small  abscess  in  wall  of  right  duct, 
and  would  most  likelj  account  for  the  jaundiced  condition  of  the 
patient. 

Stotnctch  appears  to  be  free  from  disease,  there  being  no  thickening 
or  ulceration. 

There  is  great  thickening  and  matting  together  of  the  gastro- 
hepatic  omentum, 

GastrO'Splenic  Omentum  is  shorter  than  natural ;  the  back  of  the 
stomach  is  adherent  to  the  pancreas. 

Pancreas. — The  tail  of  the  pancreas  is  thickened  and  matted  to 
the  splenic  vessels,  and  is  also  tightly  adherent  to  the  lower  portion 
of  the  spleen. 

Spleen. — ^Its  size  and  its  anterior  edges  are  normal.  The  inferior 
extremity  is  adherent  to  the  kidney  by  a  very  thick  mass  of  inflamed 
peritoneum.  The  splenic  flexure  of  the  colon  is  adherent  to  the 
spleen.  Spleen  has  a  small  irregular  abscess  in  its  posterior  peri- 
pheral substance,  which  has  a  minute  communication  with  the 
large  abscess  behind  it.     Otherwise  it  appears  healthy. 

Immediately  in  relation  to  the  spleen  was  found  an  absce<>s, 
bounded  in  front  by  the  spleen,  behind  by  the  pancreas  and  kidney, 
below  by  the  large  bowel,  into  which  it  discharged. 

The  abscess  contained  two  ounces  of  chees^y,  grumous  material. 
This  abscess  seems  to  have  originated  in  old  peritoneal  adhesions, 
and  is  not  a  true  nephritic  abscess — although  the  kidney  is  adherent 
to,  and  cannot  be  separated  from  it. 

The  Kidney  (left)  presents  a  small  abscess  in  the  cortex,  adjoin- 
ing to  and  communicating  with  the  above  abscess. 

The  pelvis  of  the  kidney  is  only  congested ;  there  are  no  signs 
of  pyelitis.  The  ureter  is  free,  and  not  congested.  The  greater 
portion  of  the  substance  of  the  kidney  is  healthy ;  the  cortex  is 
slightly  paler  than  normal. 

Great  Intestine — Splenic  Flexure  is  adherent  to  spleen  and  abscess ; 
is  not  inflamed.  Two  small  perforations  were  found  leading  into 
the  cavity  of  the  large  abscess. 

Duodenum. — ^There  is  a  thick  mass  of  inflammatory  products  near 
the  first  part  of  the  duodenum  in  the  gastro-hepatic  omentum  ;  but  it 
does  not  appear  to  have  hindered  in  any  way  this  portion  of  the  gut. 

z 
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Mesenteric  Glands  are  enlarged  and  pinkish  in  colour ;  but  no 
yellow  masses  can  be  found  in  them. 
Inf.  Vena  Cava  appears  quite  nonnaL 
Hepatic  Veins  appear  quite  free. 
Brain  and  its  membranes  appear  normal. 

Remarks. — The  order  of  pathological  processes  is,  as  I  take  it  to 
be,  somewhat  thus  :— 

Four  years  ago  a  localised  peritonitis  occurred  above  the  splenic 
flexure  of  the  colon,  matting  the  bowel  to  the  front  of  the  left 
kidney,  the  spleen,  and  the  tail  of  the  pancreas.  This  was  probably 
cured  by  the  rest  obtained  from  the  morphia.  It  left,  however,  an 
amount  of  fibrinous  material,  which  hampered  the  free  movement  of 
the  bowel,  and  induced  attacks  of  constipation.  During  the 
patient's  residence  in  hospital  one  such  attack  came  on,  and  pro- 
duced faecal  lodgment,  which,  when  removed,  was  described  as  if  i^. 
had  lain  a  long  time  in  the  bowels,  and  was  covered  with  a  thick 
coating  of  white  felted  matter. 

The  contiguous  old  inflammatory  thickening  was  again  the  seat 
of  fresh  inflammation,  and,  probably,  by  the  introduction,  through  the 
adherent  bowel,  of  the  putrefactive  bacteria,  an  abscess  was  readily 
formed,  which  found  an  easy  growth  in  the  already  diseased  tissues. 

I  think  this  abscess  remained  a  local  abscess  up  to  the  last  ten 
or  twelve  days  of  the  patient's  life,  and  though  it  pressed  upon  the 
kidney  behind,  and  involved  it  in  its  wall,  it  did  not  infect  the 
patient  until  it  had  made  its  way  by  a  small  track  into  the  sub- 
stance of  the  spleen,  which  formed  its  anterior  boundary.  The 
pus  now  directly  entered  the  circulation  on  or  about  the  10th 
December,  and  by  the  vena  portie  was  carried  embolically  into  the 
liver,  where  it  produced  thousands  of  secondary  small  abscesses, 
and  these  again,  through  the  hepatic  radicles,  became  the  infecting 
media  of  the  lungs. 

The  interval  between  the  embolic  infection  of  the  liver  and  that 
of  the  lungs  subsequently  must  have  been  very  short,  as  the  jaun- 
dice and  enlargement  of  the  liver,  and  the  occurrence  of  expectora- 
tion of  pus,  were  all  noticeable  about  the  same  day,  the  15th 
December. 
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Murchison  gives  the  course  of  cases  of  pyemic  abscesses  of  the 

liver  as  two  to  three  weeks,  and  not  exceeding  three  months,  in 

duration.     The  much  shorter  duration  in  my  case  may  be  justly 

attributed  to  the  previous  cachectic  and  emaciated  condition  induced 

by  the  morphia. 

I  In  conclusion,  this  case,  if  it  does  nothing  more,  adds  another 

confirmation  to  the  grave  consequences  which,  perhaps  many  years 

I  after  the  primary  lesion,  may  follow  on  peritoneal  inflammation, 

I  hov^ever  limited  in  size  it  may  originally  have  been. 


CASE   OF   HYDATID  TUMOUR  OF    THE 

DELTOID    MUSCLE. 

By  CHARLES  B.  BALL,  M.D.,  F.R.C.S. ; 

Surgeon  to  Sir  Patnck  Dun's  Hospital ; 
President  of  the  Section  ; 

AND 

J.    ALFRED    SCOTT,    F.R.C.S.L 

piead  before  the  Section  of  Pathology,  February  17,  1888.] 

Casr. — M.  C,  a  housemaid,  aged  twenty  ye^rs,  was  admitted  into  Sir 
Patrick  Dun's  Hospital,  July  29,  1887,  with  a  tumour  about  the  size 
of  a  turkey*s  egg,  situated  on  the  outside  of  the  right  arm.  She  stated 
that  it  commenced  three  years  previously  as  a  small  nodule,  which 
had  since  gradually  and  painlessly  enlarged.  It  was  only  after 
a  hard  day's  work  that  she  experienced  any  discomfort  in  it.  She 
had  never  lived  in  a  house  where  house  dogs  were  kept. 

The  tumour  was  situated  over  the  right  deltoid  muscle.     The 
skin  was  freely  movable  over  it ;  but  it  was  obviously  attached 
deeply,  as  it  became  fixed  when  the  muscle  was  brought  into  action 
The  sense  of  fluctuation  was  not  distinct. 

It  was  determined  to  explore  it  by  incision,  no  diagnosis  having 
been  made  previously.  Upon  making  an  incision,  about  six  ounces 
of  thin  pus  escaped,  and  also  a  cyst  about  the  size  of  a  large 
grape.  The  capsule,  which  was  very  thick-walled,  was  dissected 
out.  The  wound  was  closed  by  deep  sutures,  and  dry  dressings 
employed.  The  wound  ran  an  aseptic  course,  and  healed  under  a 
single  dressing. 

Upon  examination  of  the  cyst  it  was  found  to  be  exceedingly 
thin-walled,  and  it  had  ruptured  after  removal.  No  daughter- 
cysts  or  booklets  were  to  be  found.  Projecting  into  the  interior 
of  the  cyst  was  what  appeared  to  be  a  retracted  head,  but  it  was 
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so  opaque  that  the  details  coald  not  be  made  out.  The  cjst 
wall  was  laminated,  but  otherwise  structureless.  The  enclosing 
capsule  was  formed  of  condensed  connective  tissue,  and  projecting 
into  its  interior  were  a  number  of  pedunculated  masses  of  fat. 

The  specimen  which  was  removed  from  the  cyst,  having  pre- 
viously been  mounted  whole  in  glycerine  jelly,  and  being  too 
opaque  to  make  out  any  structure,  was  unmounted,  and  found  to 
be  a  little  flattened  by  pressure.  It  was  a  small  oval  disc,  measur- 
ing about  4  millimetres  long,  2  millimetres  broad,  and  0*5  mm. 
thick,  which  would  approximately  represent  a  sphere  of  1*6  mm, 
diameter  (Fig.  1). 

It  was  stained  in  ammonium  picro-carminate,  embedded  in 
paraffin,  and  cut  in  a  series  of  sections  of  known  thickness. 

On  examination,  all  the  sections  showed  a  tissue  similar  to  that 
seen  in  tape-worms,  and  many  showed  what  were  undoubtedly 
sections  of  a  retracted  head,  having  four  suckers  (Fig.  2). 
In  some,  fragments  of  booklets  were  found  (Fig.  3) ;  Mi  these, 
by  counting  the  number  of  sections  in  which  fragments  of  one 
booklet' could  be  seen,  their  length  could  be  obtained,  which  agrees 
very  closely  with  those  from  cysticercus  ceUulosa.  The  accompany- 
ing plate  was  drawn  by  the  camera  lucida  from  the  sections  men- 
tioned above. 


RUPTUEE  OF  THE  TRACHEA,  WITH  FRACTURE 
OF  THE  STERNUM  AND  RIBS. 

By    EDWARD    H.    BENNETT,    M.D.,    F.R.C.S. ; 

Professor  of  Sargery  in  the  Uniyerrity  of  Dablin,  dc,  &c. 
[Bead  in  the  Surgical  Section,  Febroary  17,  1888.] 

I  DESIRE  to  exhibit  an  example  of  complete  transverse  rupture 
of  the  trachea,  and  of  fracture  of  the  sternum,  taken  from  the 
body  of  a  man  who  had  been  killed  by  being  crushed  between  a 
hoist,  used  in  raising  coal,  and  a  wall.  The  man  was  dead  when 
brought  to  Sir  Patrick  Dun's  Hospital.  There  was  no  external 
wound,  but  blood  had  poured  from  the  mouth.  At  the  post  mortem 
examination  the  trachea  was  found  ruptured  transversely,  and  the 
fragments  were  separated  by  an  interval  of  one  inch.  The  oeso- 
phagus was  bruised,  but  not  torn ;  on  the  posterior  wall  the  bruising 
was  very  defined,  being  circular  in  form,  about  the  size  of  a  three- 
penny piece.  Much  blood  was  shed  into  the  tissues  around  the 
trachea  and  oesophagus,  but  none  of  the  great  arteries  or  veins 
were  torn.  The  fracture  of  the  sternum  was  very  oblique  from 
above  and  in  front,  downwards  and  backwards ;  its  upper  border 
passed  across  between  the  cartilages  of  the  second  ribs,  while  its 
mediastinal  margin  was  placed  below  the  level  of  the  third  pair 
of  ribs.  The  second  and  third  ribs  on  both  sides  were  broken,  and 
on  the  right  the  fourth  and  fifth  also. 

The  fracture  of  the  sternum  was  of  interest  on  account  of  ito 
rarity.  Malgaigne  recorded  but  a  single  example  of  it  as 
having  come  under  his  notice,  during  an  experience  of  ten 
years  in  the  Hotel  Dieu  of  Paris.  Fracture  of  the  sternum 
may  be  caused  by  a  direct  blow,  or  by  an  indirect  force ;  fiexure 
of  the  trunk,  or  convulsive  action,  resulting  from  the  throes  of 
labour  or  violent  coughing,  are  the  most  common  forms  of  the  latter. 
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The  present  fracture  had  been  caused  by  a  nearly  vertical  thrust 
upon  the  sternum,  which  fell  with  special  energy  upon  the 
fourchette,  and  ruptured  the  trachea.  On  the  mediastinal  side  the 
line  of  fracture  passed  down  as  far  as  the  third  and  fourth  ribs. 
Therefore  this  example  must  be  referred  to  the  category  of  fracture 
from  indirect  force. 

But  few  cases  of  rupture  of  the  trachea  are  recorded.  Amongst 
these,  one  of  the  earliest  reported  by  Dunlop  resembles  this  in  its 
history,  the. accident,  almost  identical  in  character,  being  a  blow  by 
the  angular  extremity  of  a  heavy  beam  against  the  mesial  line  of 
the  neck,  while  the  spine  was  maintained  fixed. 

Ordinary  text-books  contain  no  mention  of  this  lesion.  The 
earliest  recorded  case  was  one  by  a  Dr.  Lucius  O^Brien,  which 
occurred  in  the  Edinburgh  Infirmary  in  1818,  and  was  taken  from 
a  woman  who  had  been  kicked  under  the  jaw  and  in  the  belly,  and 
who  died  next  day.  In  that  case  there  was  a  vertical  rupture  of 
the  larynx  and  upper  regions  of  the  trachea,  and  of  the  thyroid  and 
cricoid  cartilages.  In  the  case  known  as  Dunlop's,  also  a  Scotch 
case,  which  occurred  in  1818,  the  trachea  was  totally  divided  by 
the  violence  of  the  blow.  It  was  taken  from  a  boy  who,  while 
driving  the  gin  of  a  coal-pit,  put  himself  on  the  end  of  the  lever, 
and  as  it  went  round  he  turned  to  look  at  something,  and  his 
throat  came  into  contact  with  a  post.  He  survived  for  several 
days  in  great  agony.  In  a  Liverpool  case  the  injury  was  caused 
by  the  coupling  chain  of  a  railway  carriage  twisting  round  a  man's 
neck.  He  recovered  from  the  injury.  In  Berger's  f^se,  in  which 
the  injury  was  caused  by  a  kick  of  a  horse,  the  larynx  was  almost 
completely  separated  from  the  trachea.  There  is  also  recorded 
by  Mr.  Godlee  an  example  of  a  vertical  rupture  from  the  bifurcation 
of  the  bronchi  upwards.  In  the  present  specimen  there  was  in  the 
oesophagus  a  mark  about  the  size  of  a  threepenny  bit,  which  evidently 
indicated  the  point  that  bore  the  blow  of  the  beam  or  bar  which 
did  the  injury. 
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By  JAMES   LITTLE,  M.D. ; 

PreddeDt  of  the  King  nnd  Queen's  G  >llei^  of  PhysiciMis  in  Ireluid; 

PhyHician  to  the  Adelaide  Hospital 

[Bead  id  the  Section  of  Pathology,  Febmaiy  17,  1888.] 

This  specimen  is  taken  from  a  man  who,  during  last 
December  and  January,  was  a  patient  in  the  Adelaide 
Hospital.  He  was  a  silk- weaver,  aged  thirty-two,  who  had 
recently  returned  to  this  country,  after  having  spent  a  year  in  New 
York.  Upon  his  admission  it  was  evident  that  he  was  suffering 
from  aortic  valve  disease.  He  liad  a  well-marked  double  murmur 
along  the  sternum — the  arteries  being  very  visible,  and  the  pulse 
extremely  collapsing;  but  the  other  symptoms  which  he  presented 
did  not  appear  to  be  those  usually  met  with  in  cases  of  aortic 
valve  disease.  His  mental  state  was  rather  peculiar.  When  he 
came  in  he  was  in  such  a  state  that  he  was  barely  able  to  leave  his 
bed,  yet  he  spoke  of  getting  up  and  going  back  to  America ;  and 
during  the  whole  period  of  his  illness  it  was  impossible  to  get  him 
to  explain  much  about  his  symptoms,  or  what  it  was  that  distressed 
him.  When  asked  whether  he  suffered  pain  or  felt  ill,  he  drifted 
off  into  growling  complaints  of  the  food  that  he  got,  or  of  his 
treatment  in  other  respects.  His  pulse  at  his  admission  was  about 
100,  but  during  the  two  months  that  he  survived  it  increased,  and 
a  few  days  before  his  death  had  reached  130.  His  temperature 
finctuated  a  good  deal,  but  was  always  above  the  normal,  varying 
from  101®  to  103°.  His  urine  was  always  very  highly  coloured, 
turbid  from  urates,  and  of  a  high  specific  gravity — 1030.  At  first 
it  did  not  contain  any  albumen,  but  during  the  last  three  or  four 
weeks  of  his  life  was  highly  albuminous.  After  he  had  been 
about  three  weeks  in  the  hospital,  he  complained  of  severe  pain  in 
the  right  groin,  which  extended  down  the  ihigh,  and  prevented 
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him  from  getting  out  of  bed.  At  first  the  pHin  appeared  in  the 
direction  of  the  femoral  vein,  and  we  looked  for  indications  of  a 
femoral  thrombus,  but  it  was  found  not  to  exist.  About  a 
fortnight  later  he  complained  of  severe  pain  below  the  left  costal 
arch,  and  such  tenderness  of  the  epigastrium  below  that  arch  that 
I  thought  peritonitis  was  present.  During  the  last  week  of  his 
life  he  complained  of  severe  pain  down  his  left  arm,  and  did  not 
appear  to  be  able  to  move  the  arm.  At  that  time  he  was  in  a 
listless,  drowsy  state,  not  speaking  much,  and  taking  little  food. 
Ttiere  had  been  a  good  deal  of  speculation  as  to  what  was  wrong 
with  him ;  it  did  not  appear  that  his  symptoms  could  be  attributed 
to  any  mechanical  lesion  of  the  heart.  He  said  that  while  in  New 
York  he  suffered  from  malarial  fever,  and  it  was  thought  by  some 
that  malarial  intoxication  accounted  for  most  of  his  symptoms. 
Others  thought  that  there  was  a  deficient  supply  of  blood  to  the 
brain  and  central  nervous  system,  due  to  insufficiency  of  the  aortic 
valves,  and  that  that  was  enough  to  account  for  most  of  the 
symptoms.  I  did  not  think  either  of  these  hypotheses  sufficient. 
About  three  weeks  before  his  death,  and  not  till  then,  the  idea 
occurred  to  me  that  tlie  case  was  one  of  septic  or  ulcerative  endo- 
carditis. Acting  on  that  guess,  I  endeavoured  to  flood  the  man's 
blood  with  sulpho-carbonate  of  sodium,  but  it  did  not  prove 
efficacious.  He  died  two  months  after  his  admission.  A  post' 
mortem  was  made  by  Dr.  Bewley,  who  found  the  lungs  too  full  of 
blood,  especially  in  the  most  dependent  parts,  which  was  doubtless 
due  to  the  length  of  time  the  man  had  lain  on  his  back  in  bed. 
His  liver  was  likewise  too  full  of  blood,  but  had  no  other  morbid 
appearance.  The  kidneys  appeared  quite  healthy,  save  that  the 
left  one  had  two  or  three  fawn-coloured  infarcts.  The  spleen, 
over  which  at  one  period  of  his  illness  he  complained  of  severe 
pain,  was  found  to  be  very  much  enlarged,  and  in  its  centre  was  a 
considerable-sized  abscess,  from  which,  when  opened,  two  or  three 
ounces  of  chocolate-coloured  fluid  flowed.  There  was  also  a  small 
abscess  in  tlie  upper  end  of  it.  The  right  cavities  of  the  heart 
were  empty.  The  whole  heart  was  rather  bigger  than  it  should 
be — the  enlargement  being  due  to  thickening  of  the  walls,  and 
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some  increase  in  the  size  of  the  cavity  of  the  left  ventricle.  The 
aortic  valve,  on  being  tested,  was  found  to  be  quite  incompetent ; 
a  stream  of  water  flowed  through  it.  On  opening  it  all  the 
valvules  were  found  to  be  more  or  less  puckered  and  thickened. 
The  first  portion  of  the  aorta  did  not  present,  on  the  surface,  any 
distinct  indication  of  change ;  on  cutting  it  across  the  coats  were 
found  to  be  much  thickened.  The  most  characteristic  appearance 
was  on  the  anterior  curtain  of  the  mitral  valve — a  patch  nearly  as 
large  as  a  florin,  distinctly  ulcerated,  and  covered  with  luxuriant 
vegetation.  Some  of  this  vegetation,  and  also  vegetations  from 
the  kidneys  and  spleen,  have  been  microRcopically  examined  by  Dr. 
Bewley.  It  left  no  doubt  that  the  disease  was,  as  I  had  guessed 
during  the  patient's  life,  ulcerative  endocarditis.  Though  this  is 
a  rare  affection,  it  is  not  so  rare  as  is  generally  supposed.  I 
can  recollect  several  cases  which  went  to  a  fatal  termination 
uninfluenced  by  care  or  drugs,  and  which  were  not  understood  at 
the  time,  but  which  I  now  believe  were  cases  of  this  septic 
malignant  ulcerative  endocarditis. 


A  COMPARISON  OP  THE  PATHOLOGICAL 
CHANGES  IN  INTRA-UTERINE  AMPUTA- 
TIONS WITH  THOSE  PRODUCED  BY 
ORDINARY  AMPUTATION. 

By  EDWARD  H.  BENNETT,  M.D.,  Dubl.  ;  F.R.C.S. ; 

Professor  of  Surgery  in  the  University  of  Dublin  ; 
Surgeon  to  Sir  Patrick  Dun's  HospitaL 

[Bead  in  the  Section  of  Pathology,  February  17,  1888.] 

The  etiology  of  intra-uterine  amputationH  has  been  so  fully 
worked  out  in  the  classical  papers  published  here  by  Montgomery 
in  1832,  that  on  this  score  nothing  remains  for  investigation. 

The  characters  of  the  stamps,  and  the  features  of  the  deformities 
associated  with  them,  are  such  that  hardly  a  doubt  can  arise  in 
their  diagnosis.  Only  a  single  group  of  oases  recorded  by  Simpson, 
and  his  views  relating  to  them,  suggest  any  doubt. 

Amongst  his  cases  are  some  which  he  refers  to  the  class  of 
intra-uterine  amputations,  in  which  are  found  rudiments  of  digits 
developed  at  the  site  of  the  cicatrices  of  the  supposed  amputations. 
To  explain  these,  Simpson  has  assumed  the  existence  of  a  power 
inherent  in  the  human  embryo  to  develop  anew  lost  parts  as  we 
see  them  formed  in  the  reptiles,  the  Crustacea,  and  other  lower 
animals.  Whether  this  be  so  or  not  has  not  been  absolutely 
decided,  and  only  most  careful  dissection  of  examples  of  these 
deformities  can  decide  the  doubt  raised  by  so  great  authority. 

I  do  not  know  any  observations  made  in  this  direction,  although 
I  think  most  of  those  who  have  written  on  the  general  characters 
of  the  deformities  discredit  the  views  of  Simpson  on  this  one  point, 
and  would  prefer  to  place  such  cases  in  the  category  of  arrests  of 
development  rather  than  amongst  intra-uterine  amputations. 

I  regret   that  I   have  had  no  opportunity  of  dissecting  any 
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example  of  this  doubtful  group,  nor,  indeed,  of  seeing  one  in  the 
living. 

I  mention  the  cases  to  preface  a  note  of  the  examination  I  have 
to  submit  to  the  Academy  of  unquestionable  intra-uterine  amputa- 
tions, for  I  am  quite  confident  that  these  deformities  are  of  this  class. 
'  I  have  searched  the  published  records  of  these  cases  with  some 
care,  and  except  in  a  very  few  I  have  not  found  any  account  of 
the  anatomical  changes  produced  in  the  stumps  or  in  the  associated 
deformities.  The  condition  of  the  bones  divided  has  been  recorded 
so  vaguely  that  one  learns  little  of  value  from  the  descriptions,  and 
nowhere  do  I  find  any  account  of  the  condition  of  the  divided 
nerves  or  other  tissues. 

The  subject  I  obtained  these  two  hands  from  was  a  middle-aged 
female,  dissected  this  winter  in  the  School  of  Physic,  Trinity  Col- 
lege. We  could  obtain  no  life-history  of  her ;  but  even  without 
this,  I  have  said  there  can  be  no  question  of  the  diagnosis  of  the 
deformities.  Btoh  hands  present  stumps  which  are  of  the  rounded 
form,  almost  without  cicatrix,  which  is  characteristic  of  the  intra- 
uterine amputation ;  and  on  several  digits  we  have  in  addition  the 
circular  narrow  grooves  caused  by  compression  of  the  digits  less 
complete  than  that  which  caused  complete  severance. 

The  right  foot,  too,  otherwise  normal,  had  suffered  a  similar 
amputation  of  the  fifth  toe  at  the  metatarso-phalangeal  joint,  quite 
as  free  from  cicatrix  as  the  finger  stumps. 

One  can  make  out  a  minute  cicatrix  in  each  stump  which  moves 
freely  over  the  deep  parts  without  any  adhesion  to  the  bone.  I 
should  note  here  that  all  the  amputations  have  been  effected 
through  joints,  and  thus,  I  believe,  we  get  this  remarkable  freedom 
from  adhesion  of  the  skin-scars  to  the  bones.  It  is  recorded  that 
in  cases  where  the  bones  have  been  divided  a  minute  dimple  of  the 
skin  has  been  observed  adherent  to  the  bone,  as  one  must  a  priori 
expect.  When  the  amputations  are  present  in  the  digits  they  are 
generally,  I  think,  such  as  these  disarticulations.  In  each  of  these 
a  bursa  caps  the  extremity  of  the  bone,  and  allows  the  rounded 
covering  of  skin,  with  the  scar  of  the  tendons,  nerves,  &c.,  to  move 
freely  over  the  bone. 
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I  have  noticed  this  freedom  of  movement  of  the  coverings  of  the 
bone  in  the  living  in  examples  of  this  deformity,  and  I  conclude 
the  explanation  is  that  the  amputation  passing  through  the  joint 
leaves  the  synovial  membrane  in  great  measure  intact,  and,  as  it 
were,  provides  for  a  synovial  capsule  over  the  extremity  of  the 
bone.  The  very  minute  size  of  the  scar  in  the  skin  is  evidently 
due  to  the  slow  pressing  in  of  the  skin  in  a  manner  similar  to  and 
only  more  complete  than  in  the  circular  grooves  left  by  the  con- 
strictions which  were  incapable  of  producing  amputation.  In  these 
grooves,  though  the  skin  remains  permanently  indented,  it  presents 
no  trace  of  adhesion  to  the  deeper  structures.  A  subcutaneous 
fascia  with  fat  exists  in  normal  form,  and  the  tendons  and  their 
sheaths  are  unaffected.  In  the  stumps  tiie  subcutaneous  tissues 
and  the  ends  of  the  tendons,  nerves,  &c.,  are  condensed  and 
adherent  to  each  other. 

Every  one  knows  that  of  the  structures  involved  in  an  ordinary 
amputation  none  undergo  more  remarkable  changes  than  the 
divided  nerves. 

Each  nerve  so  cut  terminates  in  a  bulb  composed  of  connective 
tissue  and  of  new  nerve  fibres — in  fact,  a  true  neuroma  is  formed. 
In  examining  these  stumps  I  dissected  out  the  digital  nerves  to 
their  termination  in  the  tissues  covering  the  extremities  of  the 
bones,  and  was  surprised  to  find  in  them  no  trace  of  the  neuromata 
which  I  expected.  To  prevent  doubt  I  have  obtained  Mr.  Brooks' 
assistance,  and  he  has  made  separate  dissections  with  the  same 
result.  As  I  had  never  dissected  these  details  of  a  finger  stump,  the 
result  of  ordinary  amputation,  the  question  at  once  suggested  itself 
whether  there  might  be  any  difference  in  this  particular  between 
the  behaviour  of  divided  nerves  in  the  minor  operations  and  in  the 
major.  Having  in  the  collection  a  finger  stump  preserved,  I  at 
once  made  the  necessary  dissection,  with  the  result  which  I 
expected.  Here  are  large  and  well-marked  neuromata,  as  in  the 
stumps  of  the  major  amputations. 

Whatever  be  the  explanation,  then,  there  is  this  difference 
between  intra-uterine  surgery  and  the  extra-uterine — ^a  difference 
which  should  also  be  borne  in  mind  in  studying,  at  some  future 
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opportunitj,  the  nerve  arrangements  to  be  observed  in  the  group  of 
cases  referred  to  previously,  in  which  Simpson  has  described  the 
re-growth  of  amputated  digits. 

Tlie  advantage  of  the  freely  moving  coyering  of  the  stumps  in 
these  specimens  is  evident  when  they  are  contrasted  with  the 
surgeon's  work,  and  suggests  the  more  general  adoption  of  the  plan 
of  operating  which,  when  disarticulation  is  resorted  to,  secures  this 
result  in  many  cases— namely,  the  sparing  of  the  articular  cartilage 
and  synovial  membrane  as  much  as  possible.  Yet  we  still  see 
many  surgeons  anxious  to  remove  these  structures  in  all  dis^ 
articulations. 
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CARCINOMA  OF   LIVER  AND   GALL-BLADDER. 

By  WALTER  G.  SMITH,  M.D. ; 

Fhydcian  to  Sir  Patrick  Don's  Hospital,  Ac.,  &c. 
[Read  in  the  Section  of  Pathology,  March  28,  1888.] 

Mrs.  T.,  aged  thirty-five  years,  admitted  into  hospital  December 
30th,  1887.  She  whs  a  total  abstainer,  and  had  always  enjoyed  good 
health  until  aboat  three  months  previously,  when  she  began  to 
complain  of  pain  in  the  right  side,  towards  the  back.  The  pain 
was  of  a  dull  aching  character.  After  it  had  continued  for  a 
month  or  so,  the  skin  became  tinged  with  yellow,  and  this  discolo- 
ration gradually  deepened  in  intensity.  The  appetite  remained  fairly 
good,  but  she  had  an  unpleasant  coppery  taste  in  the  mouth,  and 
before  admission  she  was  liable  to  vomit  food  soon  after  it  was 
taken. 

Except  for  the  jaundiced  appearance,  she  bore  little  sign  of 
being  serioasly  ill.  She  was  well  nourished,  yet  she  felt  weak  and 
poorly.  Her  sleep  was  not  good,  but  there  were  no  other  nervous 
symptoms.  The  bowels  were  regular ;  motions  devoid  of  bile ; 
there  was  no  albumen  in  urine.  After  a  few  days'  stay  in  hospital, 
the  debility  increased.  She  complained  of  a  persistent,  dull  pain  in 
the  small  of  the  back,  and  upon  several  occasions  she  vomited,  with 
traces  of  blood  in  the  vomit.  The  liver  dulness  was  increased 
upwards,  and  the  lower  margin  could  be  felt  two  inches  below  the 
ribs ;  no  tumours  or  irregularities  of  its  surface  could  be  felt.  The 
abdominal  veins  were  not  prominent.  She  was  annoyed  with 
piles,,  and  a  fortnight  after  admission  passed  a  considerable  quan- 
tity of  blood  per  rectum.  Next  day  the  right  ear  was  attacked 
with  inflammation,  was  swollen  and  tender,  and  of  a  dusky  red 
colour,  the  redness  extending  over  malar  bone.  An  abscess  seemed 
threatening ;  however,  all  subsided  in  two  or  three  days. 
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Towards  the  end  of  January  a  small  amount  of  ascitic  fluid  had 
collected  in  the  peritoneum^  and  gradually  increased  up  to  the  time 
of  her  death.  She  now  sometimes  vomited  blood,  and  the  feet  and 
legs  became  oedematous. 

Early  in  February  she  became  extremely  prostrate,  hiccough 
troubled  her,  and  nervous  disturbances,  evidenced  by  drowsiness, 
loss  of  memory,  and  subsultus,  set  in.  She  repeatedly  vomited 
blood,  and  the  day  before  her  death  she  passed  through  the  bowels 
a  large  quantity  of  disintegrated  blood. 

She  died  at  4  a.m.,  February  12th. 

Post-mortem  examination  6^  hours  after  death. 

Stomach  contained  a  quantity  of  thick  blood.  There  was  no 
sign  of  ulceration. 

Kidneys  appeared  to  be  healthy  externally  and  upon  section, 
except  for  being  stained  with  bile. 

Peritoneum  contained  a  large  quantity  of  limpid,  straw-coloured 
fluid.  Beyond  slight  thickening  and  opacity,  the  membrane  ex- 
hibited no  evidence  of  inflammation.  The  mesenteric  glands  were 
enlarged. 

Spleen  was  adherent  to  the  parietes.  Upon  section  it  appeared 
to  be  healthy. 

Pancreas  was  very  hard  upon  section,  and  was  fused  with  some 
lymphatic  glands  into  a  dense  white  mass. 

Liver, — On  the  upper  surface  of  the  left  lobe  a  cancerous  mass, 
about  the  size  of  a  florin,  was  exposed  to  view.  The  right  lobe 
was  completely  adherent  to  the  diaphragm  and  abdominal  walls. 
WTien  removed  from  the  body,  the  right  lobe  was  found  to  be  con- 
siderably enlarged,  especially  in  thickness.  It  was  quadrilateral  in 
shape.  Its  upper  surface  was  studded  with  numerous  cancerous 
nodules,  the  largest  being  about  H  inches  in  diameter.  A  number  of 
similar  nodules  were  found  on  the  lower  surface  also  of  the  liver, 
and  some  through  the  substance  of  the  organ.  In  colour  they  wei  e 
mostly  cream-coloured,  and  often  depressed  in  centre. 

Gall-bladder  projected  as  a  hard,  white,  pyriform  body  below  the 
anterior  edge  of  the  liver.  Upon  section  its  walls  were  found  to 
be  greatly  thickened,  and  completely  calcified^  except  at  the  tip  of 
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the  fundus,  where  the  coats  were  thin.  Its  cavity  contained  a  quan- 
tity of  thick  grumous  matter,  of  a  dark  yellow  colour.  Scattered 
through  this  were  a  numher  of  small  calculi,  and  the  thick,  paint- 
like substance  was  seen  under  the  microscope  to  consist  chiefly  of 
choUsterin,  The  cystic  and  hepatic  ducts  were  much  dilated,  re- 
sembling a  piece  of  small  intestine. 

Intestines, — ^Mucous  membrane  healthy.    Microscopically  the  car- 
cinoma was  of  an  irregular  polygonal  epithelial  t^-pe. 


2  A 


CHRONIC  BRIGHTS  DISEASE. 
By  JAMES  LITTLE,  M.D. ; 

Frendent  of  the  King  and  Queen*8  College  of  Phjrsicians  in  Ireland ; 

Phydcian  to  the  Adelaide  Hospital. 

[Bead  in  the  Section  of  Pathology,  March  28, 1888.] 

The  kidneys  exhibited  are  the  largest  I  have  ever  met  with.  The 
two  weigh  rather  more  than  2^  lbs.  Dr.  Hilton  Fagge  men- 
tions a  pair  shown  by  Moxon  which  weighed  within  a  quarter 
of  an  ounce  of  3  lbs.  The  man  from  whom  the  kidneys  now 
before  the  Section  were  taken  was  thirty-eight  years  of  age  at  his 
death.  Thirteen  years  previously  he  spent  several  nights  in  looking 
for  wild  fowl  on  the  North  Bull,  the  result  of  which  was  that  he 
got  an  attack  of  acute  nephritis.  In  consequence  he  came  under 
my  care  in  the  Adelaide  Hospital  for  acute  renal  dropsy.  I  do  not 
know  whether  it  is  justifiable  to  connect  the  state  of  his  kidneys  at 
the  time  of  his  death  with  that  past  illness,  because  we  all  know 
that  acute  nephritis  usually  ends  either  in  death  or  in  a  complete 
cure ;  and  the  man  appeared  to  have  recovered  from  that  former 
illness.  After  five  or  six  years  he  became  subject  to  winter  cough, 
of  which  he  had  attacks  every  year ;  but  these  were  never  severe 
enough  to  oblige  him  to  seek  hospital  relief  until  the  winter  of 
1886-7.  He  then  came  under  my  care  for  dropsy  and  general 
bronchial  catarrh,  his  urine  being  markedly  albuminous.  After 
being  four  or  five  weeks  in  hospital  he  went  home  apparently  quite 
well.  There  was  no  record  as  to  whether  his  urine  was  free  from 
albumen  at  the  time  he  left  the  hospital,  but  the  man  himself  said 
that  he  heard  the  clerk  who  had  charge  of  his  case  say  that  it  was 
entirely  free  from  albumen  before  he  went  away.  The  matter  is 
one  of  consequence,  because  an  important  point  in  the  case  is  the 
stage  of  the  renal  changes  that  were  found  after  death.    About 
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three  months  ago  he  came  again  to  the  hospital.  He  had  been  ill 
for  two  or  three  months  previously,  but  was  unwilling  to  leave  his 
shop.  When  he  came  into  the  hospital  he  was  extremely  dropsical, 
and  his  limbs  were  very  anasarcous.  The  parietes  of  the  abdomen 
and  the  loins  were  very  dropsical,  and  even  his  upper  extremities 
were  more  or  less  so.  He  was  also  in  a  state  of  intense  dyspnoea, 
and  for  the  first  few  weeks  could  not  lie  down,  but  had  to  be  propped 
up  in  an  arm-chair.  At  that  time  he  generally  passed  per  day 
between  30  and  40  ounces  of  urine,  which  was  always  highly 
albuminous,  and  had  a  specific  gravity  of  1012.  I  was  UM  that  a 
few  hyaline  casts  were  once  or  twice  found  in  it,  but  I  did  not  see 
them.  The  diagnosis  made  was  that  he  had  some  chronic  form  of 
Bright's  disease,  with  general  broncliial  catarrh.  His  pulse  was 
always  exceedingly  soft  and  weak,  his  heart  sounds  were  very  feeble. 
There  was  no  evidence  of  the  cardio- vascular  changes  that  are  found 
in  some  forms  of  Bright's  disease..  He  fought  off  death  for  more 
than  two  months  in  hospital,  and  the  day  before  he  died  appeared 
as  if  he  might  recover.  The  dropsy  had  considerably  diminished, 
and  he  was  able  to  lie  down  in  bed.  Besides  having  a  cough 
and  spitting  up  a  great  deal  of  purulent  matter,  and  being  dropsical, 
his  urine  became  more  and  more  scanty  during  his  stay  in  the 
hospital ;  and  he  had  every  now  and  then  violent  attacks  of  spon- 
taneous looseness  of  the  bowels,  after  which  he  always  seemed  to 
be  more  comfortable.  On  the  day  of  his  death  he  awoke  in  the 
morning  after  a  fair  night's  rest,  with  a  violent  pain  low  down  in 
his  left  side.  He  remained  in  great  suffering  during  the  day,  and 
died  in  the  middle  of  that  night.  On  a  post  mortem  the  cause  of 
intense  pain  was  found  to  be,  as  we  had  guessed,  acute  pleurisy 
affecting  a  small  portion  of  the  lower  lobe  of  the  left  lung.  It 
was  also  found  that,  in  addition  to  general  catarrh  with  highly 
emphysematous  lungs,  he  had  small  cavities  in  both  lungs,  and 
miliary  tubercles  all  through  them.  His  case,  as  far  as  the  lungs 
were  concerned,  illustrated  an  observation  <^  the  late  Sir  Dominic 
Oorrigan,  that  phthisis  complicated  with  emphysema  was  most 
difficult  of  diagnosis,  but  most  hopeful  as  to  prognosis.  In  the 
lower  lobe  of  this  man's  left  lung  is  a  little  nest  of  softening  tubercle, 
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and  just  close  to  it  is  the  portion  affected  with  pleurisy,  and,  though 
there  was  no  perforation,  jet  I  think  it  was  the  nest  of  tubercle 
which  determined  the  point  of  selection  of  the  pleurisy.  His  heart 
weighed  9  ounces,  and  was  soft  and  flaccid,  presenting  no  sign  of 
cardiac  enlargement.  The  kidneys  had  somewhat  lost  the  appear- 
ance which  they  presented  when  taken  out.  One  of  thenl  weighed 
19  ounces  and  the  other  21^.  They  were  smooth  and  rather  pale 
on  the  surface ;  the  capsules  peeled  off  very  readily ;  and,  when 
each  kidney  was  divided,  the  cortical  portion  was  of  a  dull,  yellowish 
white  colour,  and  the  pyramidal  portion  had  a  vivid  red  staining. 
The  question  is,  were  these  kidneys  affected  by  parenchymatous 
nephritis  since  the  affection  thirteen  years  previously  ?  All  our 
knowledge,  however,  forbids  such  a  conclusion.  We  must  con- 
clude that  the  last  disease  was  of  about  a  year's  duration.  The 
kidneys  show  distinct  evidence  of  amyloid  change,  which  is  mostly 
the  case  with  these  large  kidneys. 


CEREBRAL  H^iMORRHAGK 

By  JAMES  LITTLE,  M,D. ; 

President  of  the  King  and  Queen's  College  of  Fhysieiims  in  Iroland ; 
Physician  to  the  Adelaide  Hospital 

[Bead  in  the  Section  of  Pathology,  March  23, 1888.] 

About  three  weeks  ago,  a  mAn,  forty-five  years  of  age,  was 
admitted  into  the  Adelaide  Hospital  in  an  apparently  unconscious 
state.  The  story  told  of  him  was  that,  about  a  week  before,  h» 
had  a  violent  fit  of  convulsions,  after  which  he  remained  in  a  more 
or  less  stupid  and  confused  state  in  bed.  Two  days  before  his 
admission  he  had  another  fit,  and  then  he  was  brought  to  the 
hospital.  When  we  first  saw  him  he  was  lying  in  bed  with  his 
eyes  open,  the  pupils  being  equal  in  size,  but  moderately  dilated. 
If  spoken  to,  he  made  some  atttempt  to  answer,  but  could  not 
speak ;  but  when  a  little  drink  was  offered  to  him  he  swallowed  it. 
He  could  move  both  arms  and  legs  perfectly,  and  there  was  no  sign 
of  paralysis  of  any  of  the  cranial  nerves.  The  only  thing  of  that 
kind  occasionally  observable  was  a  very  slight  twitching  of  the  lef^ 
angle  of  the  mouth,  and  of  the  left  occipito-frontalis  muscle.  On, 
examining  his  reflexes  we  found  the  knee-jerk  extremely  well 
marked  in  both  lower  extremities,  and  the  phenomenon  known  as 
ankle  clonus  developed  in  a  high  degree.  On  listening  over  the 
heart,  we  perceived  a  deficiency  in  the  first  sound,  and  also  a  well- 
marked  systolic  mitral  murmur.  I  concluded  that  we  had  to  deal 
with  a  case  of  uraemic  convulsions,  judging  by  the  incompressible 
pulse  and  the  cardiac  signs.  His  urine  had  been  passed  involun- 
tarily in  bed ;  but  a  few  ounces  which  were  drawn  off,  were  found 
to  be  highly  coloured  and  densely  albuminous.  He  was  carefully 
observed  from  that  time  until  his  death,  and  it  was  noticed  that  he 
had  no  hemiplegia,  but  moved  his  arms  and  legs  on  both  sides ; 
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and,  beyond  the  twitchings  of  the  comer  of  the  mouth  and  of  the 
occi pi tO'fron talis  muscle^  there  were  no  indications  of  paralysis' 
Early  the  following  morning  the  man  jumped  out  of  bed,  put  hia 
hand  to  his  head,  and  went  into  a  violent  fit  of  convulsions,  in 
which  he  died.  On  a  post  mortem  the  diagnosis  made  was  verified 
so  far  as  the  kidneys  were  concerned.  His  kidneys  contrasted 
with  those  in  the  last  case,  being  in  a  shrivelled  condition,  one  a 
little  less  and  the  other  a  little  more  than  three  ounces  in  weight. 
The  capsules  were  thickened,  and  when  peeled  off  left  a  rough 
granular  surface,  the  organs  being  good  specimens  of  the  small  red 
kidney.  The  heart  shows  very  distinctly  hypertrophy  of  the  left 
ventricle ;  and  if  there  is  such  an  affection  as  concentric  hypertrophy, 
it  exists  here.  The  walls  are  very  much  thickened.  We  looked 
out  for  the  cause  of  the  mitral  murmur,  but  found  nothing  to 
account  for  it.  In  most  of  the  cases  I  have  examined,  in  which 
such  a  murmur  existed  during  life,  some  very  distinct  cause  was 
found  for  it.  The  whole  arterial  system  was  very  much  diseased. 
A  portion  of  the  aorta  showed  in  a  hi^ly-roarked  form  the  changes 
produced  by  endarteritis  deformans.  The  circle  of  Willis  at  the 
base  of  the  brain  was  the  seat  of  patches  of  similar  change.  On 
the  right  side  of  the  brain  was  an  enormous  haemorrhage,  the  right 
lateral  ventricle  being  full  of  blood,  and  the  haemorrhage  appeared 
to  have  taken  place  in  the  frontal  lobe  just  outside  the  right  lateral 
ventricle.  There  had  evidently  been  two  haemorrhages — ^viz.,  one 
that  must  have  occurred  at  the  time  of  the  seizure  a  week  previously 
to  his  admission,  and  a  second  one  which,  I  presume,  occurred  at 
the  moment  of  his  death.  There  is  a  clot,  which  has  the  appearance 
of  being  a  week  or  ten  days  old,  and  there  is  also  a  large  quantity 
of  what  appears  to  be  recently  poured-out  blood.  Another  proof— 
which  was  most  distinct  when  the  specimen  was  recent — that  there 
had  been  haemorrhage  eight  or  ten  days  previously  to  his  death,  is, 
that  the  brain  tissue  all  round  where  the  clot  is  had  the  peculiar 
softened  amber  hue  that  is  seen  in  brain  that  has  been  stained 
by  inflammatory  changes  following  haemorrhage.  The  case  is  of 
great  interest  in  two  or  three  ways.  The  man  had  been  a  soldier, 
and  a  very  hard  drinker  at  one  time  of  his  life.    The  case  affords 
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an  illustration  of  the  chronic  form  of  Bright's  disease  which  occurs 
in  persons  of  intemperate  habits,  and  of  the  cardio-vascular  changes 
that  were  conspicuously  absent  in  the  preceding  case.  It  is  abo 
an  admirable  example  of  atheromatous  changes  in  both  the  larger 
and  smaller  vessels,  and  a  point  of  great  interest  is  the  large 
cerebral  h»morrhage  unaccompanied  by  paralysis. 


CORNEAL  FIBROMA  (?) 
Bt  J.  ALFRED  SCOTT,  F.RC.S.,  akd  J.  B.  STORY, 

[Bead  in  the  Section  of  Pathology,  March  28, 1888.] 

The  growth  to  which  we  have  given  the  name  of  Fibroma  occurred 
in  the  cornea  of  a  young  man,  aged  twenty,  admitted  into  St  Mark's 
Ophthalmic  Hospital,  January  Slat,  1888.  He  had  suffered  from 
granular  ophthalmia  for  many  years,  and  had  been  in  St.  Mark's 
Hospital  in  March,  1886.  On  that  occasion,  a  small  yellowish 
white  growth  was  observed  in  his  left  cornea,  and  this  growth  now 
presented  exactly  the  same  aspect  in  size,  colour,  and  position,  that 
it  did  in  1886.  On  both  his  visits  to  hospital  he  sought  advice  and 
treatment  for  the  results  of  granular  ophthalmia,  trichiasis,  entro- 
pium,  pannus,  confined  to  the  right  eye. 

The  left  eye,  too,  had  suffered  to  a  considerable  extent  from  the 
ophthalmia.  The  conjunctival  sac  was  contracted,  the  inner 
surfaces  of  the  lids  scarred,  and  the  cornea  exhibited  at  its 
periphery  a  slight  abortive  pannus,  which  had  been  arrested  by 
treatment,  and  had  never  spread  farther  than  1  or  2  mm.  from  the 
sclero-corneal  margin.  The  tumour,  if  we  may  so  term  it,  occupied 
the  outer  upper  quadrant  of  the  cornea,  was  oval  in  shape,  the  long 
axis  B  mm.,  the  short  4  mm.,  and  lay  with  its  long  axis  perpendi- 
cular to  the  corneal  diameter  which  bisected  it  (Fig.  1).  Its  colour 
was  yellowish  white,  rather  more  yellow  than  white,  to  a  great 
degree  resembling  the  colour  of  the  meibomian  glands  on  the  inner 
surface  of  the  eyelids  as  seen  through  the  conjunctiva.  Small 
blood-vessels  could  be  seen  ramifying  over  the  growth,  spreading 
from  the  sclero-corneal  margin  where  the  latter  just  came  into 
contact  with  the  nearest  portion  of  the  periphery  of  the  tumour. 
This  growth  was  sharply  marked  off  from  the  surrounding  corneal 
tissue,  its  surface  was  not  raised  above  that  of  the  rest  of  the 
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cornea,  and  the  epithelium  passed  over  its  borders  without  a  break 
or  any  alteration  of  level  whatsoever.  It  appeared  to  occapj  the 
whole  thickness  of  the  cornea.  There  were  in  other  portions  of 
the  cornea  a  few  faint  interstitial  nebulae  such  as  are  frequently 
seen  in  old  cases  of  keratitis,  but  in  other  respects  the  eye  was 
anatomically  normal — viz.,  tension,  depth  of  anterior  chamber, 
size  and  activity  of  pupil,  and  freedom  of  iris  from  all  adhesions 
to  cornea  or  lens. 

The  unusual  appearance  of  this  spot  in  the  cornea  excited  consi- 
derable speculation  as  to  what  its  precise  nature  might  be.  It 
differed  in  many  respects  from  any  form  of  cicatricial  opacity  that 
has  been  seen  in  the  corneal  tissue,  its  position  being  deeper,  its 
shape  more  globular,  and  its  colour  yellower,  while  its  vascularity 
was  too  well  developed  for  a  cicatrix  of  some  years'  standing. 

Opinion  rather  tended  to  assume  that  the  opacity  was  of  a  fatty 
nature,  its  colour  being  strongly  suggestive  of  fat. 

The  patient  was  really  anxious  to  have  the  deformity  removed,  as 
he  believed  that  it  was  increasing — a  belief  which,  however,  was  not 
justified  by  the  observed  facts,  and  although  he  was  informed  that 
complete  removal  was  impossible,  he  willingly  consented  to  have  as 
much  of  it  taken  off  as  could  be  safely  accomplished.  As  the 
growth  appeared  to  extend  through  the  whole  thickness  of  the 
cornea,  it  was  manifest  that  it  could  not  all  be  excised  without 
serious  damage  to  the  eyeball. 

Accordingly,  a  piece  of  the  growth  4  mm.  x  3  mm.  was  excised 
under  cocaine  anaesthesia.  There  was  very  considerable  hsemor- 
rhage  from  every  portion  of  the  incision,  which  extended  at  least 
half-way  through  the  thickness  of  the  cornea,  and  probably  deeper. 
No  transparent  cornea  was  detected  even  on  the  floor  of  the  wound, 
although  subsequent  microscopical  examination  showed  that,  in 
places  at  all  events,  true  cornea  had  been  exposed. 

The  little  ulcer  which  was  left  after  the  removal  of  this  portion 
of  the  opacity,  healed  up  in  the  course  of  some  days,  blood-vessels 
developing  with  great  rapidity  all  round  its  borders,  and  its  appear- 
ance during  the  process  of  repair  being  more  like  that  of  a  scleral 
than  a  corneal  wound. 
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The  portion  removed  was  hardened  in  MuUer's  fluid  and  sections 
were  made  from  it  in  a  direction  at  right  angles  to  the  surface  of 
the  cornea  (Fig.  2).  From  them  it  was  evident  that  the  conjunc- 
tiva cornea  (a)  was  unaltered,  but  immediately  below  this  the 
abnormal  tissue  (6)  was  to  be  seen  apparenUy  supplanting  the  fibres 
of  the  cornea  proper.  The  portion  removed  was  not  equal  in  thick- 
ness  to  the  average  cornea,  but  sufficient  tissue  had  been  taken  to 
show  the  healthy  epithelium  above,  and  some  true  cornea  (c) 
below  the  suspected  new  growth,  the  interval  between  being  about 

0*2  mm.  to  0*4  mm. 

The  "  new  growth  '*  was  mainly  formed  of  connective  tissue, 
with  a  large  number  of  blood-vessels,  and  numerous  patches  of 
nuclei ;  in  some  places  so  numerous  as  to  suggest  sarcoma,  but  in 
others  very  few.     The  appended  drawing  (Fig.  2)  shows  an  aver- 

age  section. 

That  there  was  no  actual  thickening  of  the  cornea  in  this  locality 
was  evident  from  the  fact  observed,  that  its  outer  curvature  was 
unaltered,  it  being  extremely  improbable  that  the  cornea  could  be 
bulged  inwards  by  any  new  growth  without  its  external  surface 
exhibiting  a  corresponding  elevation,  so  that  the  condition  present 
in  this  case  is  rather  to  be  regarded  as  a  supplanting  of  the  corneal 
tissue  proper  by  another  variety  of  fibrous  tissue,  than  as  a  new 
growth  of  fibrous  tissue  developing  in  this  situation. 

What  the  precise  pathology  of  this  curious  affection  may  be  is 
not  very  easy  to  determine. 

Microscopically,  the  tissue  is  very  similar  in  structure  to  a  cica- 
trix, such  as  might  have  resulted  from  an  old  ulcer,  or  possibly  an 
interstitial  infiltration  which  became  subsequently  organised.  An 
ulcer  of  such  a  size,  and  in  such  a  position,  could  hardly  have 
occurred  without  perforation,  and  consequent  synechia  anterior, 
which  was  not  present ;  and  the  scar  left  by  such  an  ulcer  would 
have  been  somewhat  pyramidal  in  shape,  the  base  of  the  pyramid 
corresponding  to  the  external  surface  of  the  cornea.  Now  the 
little  tumour  here  was  apparently  globular  in  shape — ^more  accu- 
rately, it  was  egg-shaped,  the  anterior  and  posterior  surfaces  being 
somewhat  flattened  as  they  came  in  contact  with  the  external  and 
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internal  surfaces  of  the  cornea.  Finally,  it  is  not  usual  for  corneal 
scars  to  keep  up  the  rich  capillary  vascularity  that  this  fibroma 
possessed,  even  when  synechia  anterior  exists. 

It  is  indeed  possible  to  explain  the  appearances  by  the  supposi- 
tion of  an  unabsorbed  and  organised  infiltration  of  the  cornea  in 
tiiis  position,  and  if  we  could  be  certain  that  the  cornea  had  at  any 
period  of  the  boy's  life  been  wholly  transparent,  we  might  adopt 
this  theory ;  but  when  he  came  first  to  hospital  he  did  not  seem 
to  be  aware  of  the  existence  of  the  spot  on  his  eye,  and  it  was  only 
on  his  second  visit,  two  years  later,  that  he  stated  that  the  spot  was 
growing  bigger — a  statement  which  could  not  be  relied  on  when 
the  notes  taken  on  his  first  visit  were  compared  with  his  then  con- 
dition. It  is,  therefore,  not  impossible  that  the  corneal  opacity 
may  have  been  congenital,  anterior  to  the  ophthalmia,  the  results 
of  which  induced  him  to  seek  medical  advice,  and  if  we  accept  this 
possibility  there  cannot  be  any  improbability  in  a  theory  which 
merely  assumes  a  congenital  supplanting  of  one  variety  of  con- 
nective tissue  by  another. 


EXPLANATION  OF  PLATB. 

Fiy.  1.— Corneal  FibromA  (?)  Natural  Siie. 
Fig.  2.— Section  of  same  X  100. 

a.  Conjunctiva. 

ft.  Abnormal  Fibrona  Tirane. 

0.  Tnit  Corneal  Tiasue. 


SPECIMEN  OF  UNREDUCED  DISLOCATION 
BACKWARDS  OF  THE  BONES  OF  THE 
FOREARM. 

Br  EDWARD  H.  BENNETT,  M.D.,  Ddbl.  ;  F.R.C.S. ; 

Professor  of  Surgery  in  the  UniTersity  of  DaUin ; 
Surgeoo  to  Sir  Patrick  Dan's  Hospital. 

[Read  in  the  Section  of  Pathology,  May  4,  1888.] 

I  BEQ  leave  to  exhibit  a  specimen  of  unreduced  dislocation  of 
the  bones  of  the  forearm  backwards,  preserved  in  spirit,  and  with 
it  six  similar  specimens,  preserved  after  maceration.  My  object 
in  bringing  forward  these  specimens  is  to  draw  attention  to  the 
fact  that,  although  the  varieties  and  conditions  of  elbow-joint  dis- 
location have  been  very  fully  described,  yet  still,  as  regards  the 
point  with  which  I  am  about  to  deal,  the  descriptions  of  this  com- 
monest of  dislocations  are,  even  at  the  present  day,  such  as  are 
calculated  to  mislead.  They  tend  to  errors  of  diagnosis.  Take 
Erichsen's  description  of  this  lesion  : — ^'  The  most  common  disloca- 
tion is  that  in  which  both  bones  are  thrown  backwards,  with  or 
without  fracture  of  the  coronoid  process.  This  injury  is  readily 
recognised  by  the  projection  backwards  of  the  olecranon,  carrying 
with  it  the  tendon  of  the  triceps.  The  articular  end  of  the  humerus 
also  can  be  felt  projecting  in  front  of  the  elbow.  When  the 
coronoid  process  is  not  broken  off  it  is  fixed  against  the  posterior 
surface  of  the  humerus,  the  forearm  being  immovably  placed  in 
its  new  position.  When  this  process  is  fractured  there  is  great 
mobility  about  the  joint,  and  crepitation  may  be  felt  as  the  arm  is 
drawn  forwards."  I  now  place  before  the  Academy  three  specimens 
in  which  there  is  complete  dislocation  of  both  bones  backwards,  the 
coronoid  process  resting  behind  the  trochlea  of  the  humerus.  To 
these  such  a  description  as  that  I  have  quoted  from  Erichsen 
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applies  exactly,  but  it  necessarily  excludes  every  other  variety  of 
dislocation  of  both  bones  backwards.  It  ignores  such  a  thing  as 
incomplete  dislocation  backwards  of  the  bones  of  the  forearm,  of 
which  four  examples  are  exhibited.  Incomplete  dislocation 
was  first  described,  with  great  care — as  far  as  exact  description 
could  go — by  Malgaigne,  but  it  has  been  long  a  subject  of  dis- 
cussion as  to  whether  it  was  known  to  Hippocrates.  The  im- 
portant feature  of  the  incomplete,  as  contrasted  with  the  complete, 
is  briefly  given  by  Littre : — <^  The  incomplete  luxation  backwards 
is  the  only  one  in  which  the  olecranon  does  not  appear  sensibly 
altered  in  position."  Denuc^,  following  Malgaigne,  has  stated 
clearly  the  pathological  difference  between  incomplete  and  complete 
dislocation,  patting  it  in  a  very  few  words,  and  pointing  out  in 
incomplete  dislocation  the  presence  of  the  coronoid  process  at  the 
level  of  the  trochlea.  In  the  specimen  of  incomplete  dislocation 
preserved  with  the  soft  tissues  dissected,  as  well  as  in  the  three 
other  old  specimens  now  before  the  Academy,  the  hardly  appre- 
ciable displacement  of  the  olecranon  is  well  marked.  The  following 
description  of  the  injury  given  by  Hamilton,  the  chief  of  American 
authorities,  is: — ^'The  relation  of  the  olecranon  process  also 
to  the  condyle  is  changed,  and  the  upper  end  of  this  process, 
instead  of  being  a  little  below  the  internal  condyle,  as  it  would  be 
naturally  when  the  arm  is  slightly  flexed,  is  found  carried  upwards 
towards  the  shoulder,  from  half  an  inch  or  more,  above  the  condyle." 
Ftom  the  conditions  seen  in  any  one  of  the  specimens,  it  is  clear 
that  in  incomplete  dislocation  no  such  change  in  the  position  of  the 
olecranon  occurs.  Hamilton  makes  no  allusion  whatever  to  the 
incomplete  dislocation.  Another  authority  of  great  weight- 
South — said:  '^The  dislocation  backwards  is  the  most  common 
and  always  the  most  complete.  The  coronoid  process  of  the  cubit 
gets  behind  the  pulley-like  joint  surface  of  the  upper  arm  bone  and 
rests  in  the  pit  formed  by  the  olecranon."  That  was  a  description 
of  complete  dislocation,  no  mention  being  made  of  incomplete.  One 
of  the  most  recent  writers— -Treves — ^in  his  recently-issued  book| 
says  : — ^^  Dislocations  of  the  elbow  of  all  kinds  may  be  partial  or 
complete.    More  usuaUy  they  are  complete  when  in  the  antero- 
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posterior  direction,  and  partial  when  the  luxation  is  lateral." 
That  almost  excludes  the  existence  of  the  incomplete  dislocation 
backwards.  It  was  admitted  by  Malgaigne,  and  those  who 
studied  the  lesion  about  the  time  that  he  wrote,  that  incom- 
plete dislocation  of  the  elbow  was  more  common  than  complete 
dislocation.  Incomplete  dislocations,  such  as  are  illustrated  hj 
the  recent  and  dry  specimens  before  the  Academy,  have  been 
allowed  to  go  unreduced  because  they  have  not  been  recognised. 
Such  error  arises  in  great  measure  from  reliance  on  the  test  given 
by  the  authorities  quoted — the  displacement  of  the  olecranon  above 
the  line  connecting  the  condyles  of  the  humerus.  This  displace- 
ment is  present  in  complete  dislocations,  but  it  is  absent  in  the 
incomplete.  To  ignore  the  existence  of  the  incomplete  dislocations, 
or  to  teach  that  they  are  recognised  by  displacement  of  the  olecranon, 
^^  half  an  inch  or  more  above  the  condyle,"  is  to  insure  that  they 
will  remain  unreduced.  Now,  it  is  admitted  that  backward  dis- 
locations of  the  elbow  are  the  most  common  variety  of  displacement 
of  the  joint,  and  of  these  the  incomplete  are  the  more  common. 
In  museums,  at  all  events,  the  latter  are  the  more  common,  perhaps 
because  they  are  those  most  frequently  left  unreduced.  In  the 
moist  preparation  before  the  Academy  no  doubt  can  exist  as  to  the 
relative  position  of  the  bones — a  doubt  that  some  might  entertain 
in  the  case  of  the  macerated  specimens.  In  the  words  of  Malgaigne, 
*'  the  projection  of  the  olecranon  is  on  a  plane  sensibly  beneath  the 
projection  of  the  epitrochlea,  whilst  in  the  complete  luxation  the 
olecranon  is  placed  sensibly  above  that  process."  My  attention 
having  been  directed  to  the  subject  by  obtaining  this  recent  speci- 
men, I  have  thought  it  well  to  reiterate  the  statement  of  Malgaigne — 
though  it  was  sufficiently  distinct,  and  though  it  ought  to  be 
familiar  to  writers  on  the  subject— that  the  incomplete  form  of 
dislocation  backwards  at  the  elbow  does  occur ;  that  it  is  the  more 
common  form  of  dislocation  of  both  bones,  which,  by  being  left 
unreduced,  subsequently  become  museum  specimens ;  and  that  it 
probably  has  in  these  remained  unrecognised  because  the  test  of 
the  elevation  of  the  olecranon,  relied  on  in  the  descriptions  of 
complete  dislocation,  is  applied  to  it.    It  is  very  easy  for  an  in- 
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complete  dislocation  to  be  overlooked  when  a  certain  amount  of 
swelling  conceals  the  various  features,  including  the  existence  of 
the  tumour  formed  by  the  displaced  humerus  in  front,  and  the 
abnormal  projection  of  the  head  of  the  radius  backwards.  The 
specimen  before  the  Academy  exhibits  these  peculiar  character- 
istics of  partial  dislocation;  in  fact,  looking  at  the  back  of  the 
elbow,  one  would  say,  at  first  sight,  that  there  was  no  dblocation 
at  all  of  the  ulna.  But  the  radial  dislocation  catches  the  eye,  and 
in  front  the  humerus  projects  as  an  unmistakable  tumour. 


CASE  OF  ACUTE  LOBAR  PNEUMONIA  AND 
CHRONIC  BRIGHT'S  DISEASE. 

By  JAMES  LITTLE,  M.D.; 

President  of  the  King  and  Queen's  College  of  Physicians  in  Ireland ; 

Physician  to  the  Adelaide  Hospital 

[Read  in  the  Section  of  Pathology,  May  4,  1888.] 

This  was  a  case  of  acute  lobar  pneumonia  and  chronic  Bright's 
disease  in  a  boy  aged  four  years.  This  boy  was  admitted  into 
the  hospital  under  my  care  on  the  last  day  of  March.  According 
to  his  mother's  account,  he  was  in  perfectly  good  health  until  two 
days  previously,  and  on  the  day  before  his  admission  was  playing 
about  the  house.  The  only  thing  she  noticed — and  it  was  this 
which  led  her  to  bring  him  to  the  hospital — ^was  that  he  had 
become  swollen  all  over  the  body.  The  swelling  first  appeared  in 
his  face.  When  admitted  he  presented  the  typical  appearances  of 
a  case  of  acute  Bright's  disease.  He  was  extensively  anasarcous ; 
and  there  was  some  ground  for  believing  that  fluid  existed  in  the 
peritoneal  sac.  He  passed  only  four  ounces  of  urine  during  the 
first  twenty-four  hours  he  was  in  the  hospital,  and  the  specific 
gravity  of  the  fluid  could  not  be  ascertained.  It  was  muddy  rather 
than  high-coloured,  and  when  boiled  proved  to  be  exceptionally 
albuminous,  the  coagulum  filling  three-fourths  of  the  bulk  of  the 
urine.  Under  the  microscope  it  showed  an  immense  number  of 
uric  acid  crystals.  His  temperature  was  rather  high,  exceeding 
104^.  He  had  a  little  cough,  not  much,  and  no  special  hurry  of 
breathing,  save  that  on  one  occasion,  when  put  into  a  warm  bath, 
his  breathing  rose  to  76.  He  was  recognised  as  a  child  that  had 
been  in  the  hospital  ten  months  before  under  the  care  of  Dr. 
Beatty  for  acute  Bright's  disease;  and  the  record  showed  that 
before  he  left  the  hospital  at  that  time  his  urine  was  entirely  free 
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from  albumen.  The  students  who  saw  him  recollected  his  appear- 
ance, and  that  he  was  swollen  then,  but  not  to  the  same  extent  as 
the  last  time.  He  only  liyed  three  days  after  his  admission.  The 
po8t  mortem  showed  a  great  deal  of  anasarcous  fluid  and  some  pleu« 
ritic  fluid.  The  kidneys,  instead  of  being  bloody  and  congested, 
were  pale,  with  the  exception  of  a  slight  zone  of  congestion  at  the 
base  of  the  pyramids.  On  the  thorax  being  opened  it  was  found 
that  he  had  suffered  from  acute  croupous  pneumonia,  which  was 
not  discoTored  during  life.  When  the  specimen  was  recent  it  was 
an  exceedingly  beautiful  specimen  of  what  Dr.  Wilkes  has  well 
described  as  an  inflammation  which  is  capable,  in  a  few  days,  of 
converting  the  spongy  texture  of  the  lungs  into  a  structure  like 
cheese.  Even  now  the  upper  lobe  of  the  right  lung  presents  the 
typical  appearances  of  true  croupous  pneumonia ;  but  we  found 
what  does  not  so  frequently  exist  in  such  cases — ^namely,  three 
centres  of  pneumonic  process,  one  in  the  middle  lobe,  and  two  in 
the  lower  lobe  of  the  same  lung.  The  kidneys  were  microscopically 
examined  by  Dr.  Bewley,  who  found  the  convoluted  tubules  almost 
completely  choked  by  swollen  epithelium  and  albuminous  material. 
It  is  difficult  even  in  the  light  of  the  post  mortem  to  read  the  case. 
The  impression  on  my  mind  after  the  post  mortem  examination  is 
that  it  was  acute  pneumonia  occurring  in  a  patient  who  had  pxe- 
viously  been  the  subject  of  chronic  Bright's  disease ;  because  it  has 
been  my  experience  that  when  pneumonia  attacks  a  person  who 
has  previously  been  the  subject  of  chronic  Bright's  disease  it  is 
rapidly  fataL  The  microscopic  appearances  found  by  Dr  Bewley 
hardly  accorded  with  the  existence  of  chronic  Bright's  disease. 
On  the  other  hand,  it  is  very  difficult  to  understand  why  a  child 
could  become  so  extremely  anasarcous  as  this  child  was  from  acute 
Bright's  disease,  and  have  kidneys  which,  instead  of  being  bloody 
and  dripping,  are  much  paler  than  kidneys  usually  are  after  death 
in  cases  of  acute  Bright's  disease.  While  the  boy  was  alive  I 
examined  his  chest  on  two  or  three  occasions  in  search  of  pleural 
effusion ;  but,  finding  no  sign  of  it  in  the  lower  part  of  the  lung,  I 
did  not  examine  the  upper  portion.  The  boy's  decubitus  was 
invariably  on  the  back,  with  a  slight  turn  towards  the  right  side. 

2  B 
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By  G.  P,  L'E.  NUGENT,  M.D,;  F.K.Q.CJP-; 

Physician  Richmond,  Whitworth,  and  Hazdwicke  Hofipitala ;  Demonstrator  of 

Anatomy  School  of  Pbysie,  Trinity  College. 

[Bead  in  the  Section  of  Pathology,  May  4,  1888.] 

T.  E.,  aged  twenty-six,  a  metropolitan  policeman,  was  admitted 
into  the  Whitworth  Hospital  on  Feb.  8,  1888. 

On  admission  he  complained  of  great  weakness,  slight  pain 
between  the  shoulders  and  lower  part  of  the  abdomen.  He  had  a 
wasted,  haggard,  and  anxious  expression,  and  was  sweating  pro- 
fusely. His  temperature  was  normal,  and  pulse  slightly  accelerated. 
He  had  a  slight  cough,  of  which  he  did  not  complain,  and  a  very 
scanty  frothy  expectoration.  The  respirations  were  not  appreciably 
hurried. 

On  examination  of  his  chest,  very  few  physical  signs  could  be 
discovered.  A  slight  degree  of  dulness  existed  posteriorly  over 
the  bases,  and  fine  r&les  could  be  heard  over  the  lungs  generally. 
The  chest  expanded  well  on  deep  inspiration  without  producing 
a  cough,  and  there  was  no  difference  between  the  two  sides  as 
regards  vocal  fremitus  and  resonance. 

A  few  days  after  admission  his  right  testis  was  found  to  be 
hard,  slightly  nodular,  of  about  equal  size  with  the  other,  without 
any  adhesion  of  the  skin. 

He  remained  in  much  the  same  condition  for  over  a  week,  being 
greatly  troubled  by  obstinate  constipation.  Enemata  brought  away 
a  large  quantity  of  scybalous  masses,  but  this  gave  no  relief  to  the 
steadily  increasing  pain  in  the  lower  part  of  the  abdomen.  The 
belly  was  retracted  and  tender  on  pressure,  and  the  muscles  rigid. 

On  Feb.  23rd  he  was  troubled  with  vomiting  of  a  green  fluid, 
which  continued  for  some  days.  Hiccough  was  also  present  from 
time  to  time. 
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On  the  26  th  he  complained  of  great  pain  over  his  heart,  and 
distressing  palpitation,  his  pulse  at  this  time  being  130. 

These  symptoms  moderated  in  a  few  days ;  but  the  pain  in  his 
abdomen  had  by  this  time  become  so  intense  as  to  be  almost  un- 
bearable. The  sweating  continued  to  be  most  profuse,  occurring 
by  night  and  day,  and  increased  by  the  paroxysms  of  pain.  He 
occasionally  complained  of  a  slight  pain  in  the  right  testis.  His 
temperature  during  his  illness  never  exceeded  99^  in  the  evening, 
and  was  normal  or  sub-normal  in  the  momisg. 

His  expectoration  became  abundant  towards-  the  dose,  but  was 
always  frothy  and  never  bloody.  He  never  complained  of  dyspnoea. 
Shortly  before  his  death,  however,  his  respirations  were  hurried, 
and  loud  bubbling  r&les  could  be  heard  over  both  lungs.  He  died 
of  asthenia  on  March  22nd. 

The  patient's  family  history  was  good,  and  he  never  had  had  any 
serious  illness  himself.  He  noticed  the  hard  lump  in  his  testis 
about  three  months  prior  to  admission,  and  began  to  feel  generally 
unwell  at  the  same  time.  He  remained  on  duty  till  one  month 
before  admission. 

Autopsy, — On  raising  the  sternum  a  smaU  quantity  of  clear  fluid 
escaped,  and  a  large  mediastinal  gland  had  to  be  detached  from  the 
bone. 

The  right  lung  was  perfectly  free  and  easily  removed,  but  the 
left  had  some  pleuritic  adhesions,  notably  at  the  apex,  and  there 
was  a  small  quantity  of  clear  fluid  in  both  pleural  cavities.  Both 
lungs  were  covered  over  in  all  parts  with  innumerable  nodulai 
masses,  varying  in  size  from  that  of  a  walnut  to  that  of  a  pin's 
head,  more  or  less  round  in  shape,  projecting  externally  and  into 
the  lung,  covered  over  with  a  perfectly  smooth  layer  of  pleura. 
The  nodules  were  yellowish-white  on  section,  and  were  of  rather 
a  soft  consistence.  The  lungs  internally  were  congested  and 
(edematous.  The  mediastinal  glands  were  much  enlarged^  and  the 
weight  of  the  lungs,  heart,  and  glands  collectively  was  177  ozs. 

The  glands  on  left  side  of  neck  were  enlarged  and  softened  in 
centre. 

The  liver  was  enlarged,  84  ozs. ;  pale  in  colour. 
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Bight  kidney,  6  oz.  in  wei^t ;  pale.    Left,  normaL 

Spleen  normal. 

Btomach  and  peritoneum  free  from  disease. 

The  abdominal  glands  greatly  enlarged,  particnlarlj  along  the 
eourse  of  aorta ;  some  over-lapping  it,  and  one,  particularly  large, 
lying  on  the  inferior  vena  cava,  at  the  level  of  the  third  lumbar 
vertebra* 

Of  the  testicles,  the  left  was  normal,  but  the  right  was  hard  and 
heavy,  slightly  nodular,  but  little  increased  in  size. 

Microscopical  sections  (exhibited)  showed  the  disease  to  be 
carcinomatous. 
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PULMONARY  ARTERY  WITH  TWO  VALVES. 
Bt  ARTHUR  WYNNE  FOOT,  M.D^  F.K.Q.C.P. ; 

Ttjnomn  to  the  Meath  Hospital ; 
Prof esBor  ol  Medioiiw^  Boysl  College  of  Sargeonfl. 

[Softd  in  the  Seotiom  of  Fatliologr,  May  4, 188a] 

I  WISH  to  lay  More  tiie  Academy  the  heart  of  a  man,  aged  fifty- 
nine,  which  preeents  the  v^y  rare  anomaly  of  two  sigmoid  valves 
in  the  pulmonaiy  artery.  Inasmuch  as  the  heart  exhibited  other 
pathological  features  it  is  not  assumed  or  pretended  that  the 
deformity  in  question  had  anything  to  do  with  the  man's  death- 
He  had  long  suffered  from  incompetence  of  the  aortic  valves,  and 
from  a  great  degree  of  calcification  of  the  ascending  portion  of  the 
arch  of  the  aorta ;  the  left  ventricle  was  very  mudi  hypertrophied. 
The  immediate  cause  of  death  was  a  sudden  attack  of  diffuse 
bronchitis,  to  which  he  succumbed  after  a  few  days'  iUness,  on  the 
occasion  of  his  admission  for  the  third  time  to  the  Meath  Hospital. 
On  his  two  previous  visits  he  had  presented  in  a  marked  degree 
the  physical  signs  of  aortic  regurgitation. 

The  pulmonary  artery  had  been  happily  opened  in  the  line  of 
junction  of  the  two  valves  whidli  were  of  equal  size,  both  of  them 
much  broader  and  deeper  than  usual,  and  of  siich  dimensions  that 
the  pair  were  as  competent  to  close  the  orifice  of  the  artery  as 
three  of  the  usual  size  would  have  been.  From  the  absence  of 
hypertrophy  of  the  right  v^itride  it  would  also  appear  that  the 
want  ci  the  third  valve  had  not  given  rise  to  regurgitation.  The 
corpora  Arantii  were  small,  but  the  slight  thickenings  which, 
between  the  fingers,  could  be  felt  in  their  situations,  were  each 
placed  mesiaUy  in  tbe  free  edge  of  the  valves ;  there  was  no  trace 
of  a  ridge  on  the  pulmonary  side  of  the  valve,  nor  of  a  raphe  visible 
when  the  valve  segments  were  held  against  the  light,  nor  of  a 
rudimentary  septum  at  the  bottom  of  the  pouches.    These  points 


890  Pulmonary  Artery  with  Two  Valves. 

are  of  importance  to  attend  to  in  reference  to  the  question  of  con* 
genital  or  acquired  malformation. 

The  man  from  whom  the  heart  was  taken  had  enjoyed  good 
health  till  about  four  years  before  his  death.  He  entered  the  army 
at  seventeen,  and  served  in  it  for  twenty-one  years ;  he  never  had 
rheumatism,  nor  had  he  received  -any  strain  about  the  chest  other 
than  that  incidental  to  the  accoutrements  in  use  when  he  joined 
the  service. 

By  a  strange  coincidence  the  only  other  case  of  a  similar  forma- 
tion which  I  c€ui  find  recorded  in  Ireland  was  one  which  was  met 
with  by  Graves^  in  the  Meath  Hospital,  ia  the  year  1841.  It  is 
mentioned  in  his  ^'  Clinical  Lectures,"  VoL  II.,  p.  180,  and  an 
earlier  account  of  it  is  to  be  found  in  the  Dvblin  Medical  Joumaly 
Vol.  XX.,  p.  409.  It  was  met  with  in  a  man,  aged  sixty-six,  who 
died  with  pneumonia,  pericardial  effusion,  and  endocarditis  of  the 
pulmonary  valves — ^which  proved  to  be  but  two  in  number. 
Speaking  of  his  case.  Graves  observes — *'  The  present  is,  as  far  as  I 
can  ascertain,  the  only  specimen  in  whi<^  this  peculiarity  has  been 
observed."  In  1851  Dr.  PeacodL  collected  statistics  upon  the  mal- 
formations of  the  aortic  and  pulmonary  valves.  He  found  that 
among  forty-one  cases  of  defect  in  the  number  of  the  valves,  in 
nine  the  malformation  existed  at  the  pidmonie  orifice,  and  in  thirty- 
two  at  the  aortic. 

It  has  be^i  suggested  that  the  existence  of  two  in  place  of  three 
valves,  in  eithw  the  pulmonary  artery  or  the  aorta,  is  due  to 
disease  and  not  to  cong^tal  malformation,  the  disease  being  so 
situated  as  to  separate  from  the  wall  of  the  artery  the  conterminous 
attachments  of  two  valves,  which  then,  when  thrown  into  one,  con- 
stitute a  single  deformed  valve,  the  result  of  the  union  of  the  two 
segments.  Lapse  of  time  would  t^id  to  obliterate  the  traces  of  the 
initial  disease. 

I  am  led  to  believe  that  in  the  present  case  we  have  to  do  with 
a  congenital  formation,  from  the  equality  in  size  of  the  valves,  the 
mesial  position  of  the  corpora  Arantii,  the  absence  of  any  ridge  on 
the  arterial  side  of  the  valve,  or  of  any  rudimentary  frenum  at  the 
bottom  of  the  valve  pocket* 
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The  research  which  this  case  led  to  enables  me  to  affirm  two 
propositions,  viz. : — (1)  That  numerical  irregularities  in  the  semi- 
lunar valves  are  more  often  observed  in  the  aorta  than  in  the 
pulmonary  arterj;  and  (2)  that  defect  in  the  number  of  valve 
segments  is  more  rare  than  excess. 

It  should  be  observed  that  in  this  case  there  was  no  other  mal- 
formation in  the  heart,  for  Dr.  Peacock  has  pointed  out  (Paih.  Soc. 
2'raiM,j  Lond.,  Vol.  III.,  p.  294)  that  defect  in  the  number  of  the 
pneumonic  valves  is  generally  attended  with  other  serious  malfor- 
mations which  interfere  with  the  natural  development  of  other 
parts  of  the  heart,  and  consequently,  from  the  tendency  to  early 
death,  is  usually  found  in  young  persons. 


PERFORATIVE   PERITONITIS. 
Br  J.  &  M'ABDLE,  RB.C.& ; 

Smgton  and  Leotarer  on  Soigery,  9t  Vinoent's  Hospital ;  late  Senior  Demon- 
■trator  of  Anatomy,  Catholic  Uniyenity  Medical  School. 

[Bead  in  the  Seetion  of  Patbology,  June  1, 1888.] 

WrrmN  the  past  few  years  I  have  had  mach  to  do  with  peritoneal 
troubles  arising  in  the  coarse  of  sargical  affections.  The  more  I 
see  of  them  the  more  firmly  am  I  convinced  that  the  fatal  forms, 
especially  suppurative  and  perforative,  are  still  little  understood. 
It  is  only  in  recent  times  that  these  affections,  hopeless  in  the 
hands  of  the  physician,  have  been  received  into  the  surgical  fold. 
Already  there  are  on  record  many  cases  which  demonstrate  the 
wisdom  of  what  some  sneeringly  term  the  "  laparotomy  epidemic*' 
Many  and  valuable  lives  have  been  saved  by  timely  surgical  inter- 
ference in  instances  of  grave  peritoneal  disease,  which,  in  the  hands 
of  our  critics,  could  not  possibly  have  ended  favourably. 

This  revolution  in  the  results  of  treatment  has  led  me  to  watch 
with  more  than  ordinary  care  the  symptoms  which  precede  death 
in  all  the  fatal  cases  of  perforative  and  suppurative  peritonitis 
which  came  under  my  observation,  and  to  examine  as  soon  as 
possible  after  death  the  organs  most  likely  to  be  affected.  This  I 
did  in  the  hope  of  determining  with  some  degree  of  certainty  the 
cause  of  the  very  high  mortality  which  attends  these  lesions.  I 
have  selected  two  out  of  eleven  cases  of  perforative  and  suppu- 
rative peritonitis.  Of  the  eleven  cases  seven  died.  In  the  four 
which  recovered,  laparotomy  was  performed.  In  four  of  the  fatal 
cases  laparotomy  was  performed ;  in  one,  a  resection  of  a  perforated 
spot ;  in  a  second,  suture  without  resection ;  in  a  third,  foetid  pus 
had  accumulated  in  pelvis,  but  a  great  extent  of  the  small  intestine 
was  in  a  semi-gangrenous  condition,  while  the  fourth  had  diffuse 
cancerous  disease  of  the  mesentery,  and  perforation  at  the  mesen- 
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teric  bordor  of  the  last  coil  of  tbe  ilenm.  One  of  the  two  in  which 
there  was  no  operation  I  record  below,  as  also  the  case  of  satnre 
without  resection. 

Case  I. — Perforation  of  Vermiform  Appendix  Otvct.— Joseph  CK., 
aged  thirteen  years,  came  under  mj  care  on  November  12th,  1887, 
when  the  following  note  was  taken  by  my  friend,  Mr.  Hickey  :— 
Family  history  good ;  he  himself  has  had  no  illness  before  present 
one,  which  commenced  as  follows : — On  November  6th  he  received 
a  kick  on  the  right  side  of  the  abdomen.  This  did  not  cause  him 
much  uneasiness  until  the  9th,  when  he  complained  of  pain  in 
the  right  inguinal  region,  for  which  he  got  a  purgative  draught,' 
causing  a  slight  evacuation  of  the  bowels,  but  much  increased  the 
pain,  which  became  paroxysmal  in  character.  Vomiting  set  in  on 
the  10th,  and  continued  until  the  night  after  the  12th,  when,  on 
admission  to  St  Vincent's,  he  was  found  in  the  following  con* 
dition :— Pulse  weak,  120;  temperature,  103^;  face  drawn  and 
anxious-looking.  He  lay  on  his  back  with  his  legs  drawn  up,  so 
as  to  relax  abdominal  muscles.  Respiration  shallow  and  entirely 
thoracic;  abdomen  distended  and  tympanitic;  liver  dulness present; 
movements  of  intestine  visible  through  abdominal  wall,  which  is 
very  tender  on  pressure,  especially  over  right  iliac  fossa,  where,  as 
well  as  at  umbilicus,  he  has  very  severe  paroxysmal  pain.  There 
was  slight  dulness  over  right  iliac  fossa,  extending  towards  middle 
line  over  edge  of  true  pelvis.  On  digital  examination  through 
the  rectum  the  pelvis  was  found  filled  with  coils  of  small  intestine, 
and  pressure  upwards,  backwards,  and  towards  right  sacro-iliac 
synchondrosis  caused  pain,  such  as  the  patient  experienced  daring 
the  exacerbations  which  occurred  every  ten  or  fifteen  minutes.  An 
indistinct  tumour  could  be  felt  through  abdominal  wall  at  duU  area. 

Opium  was  administered,  ^-grain  every  4th  hour.  Nutrient 
enemata  every  6th  hour,  each  containing  half  an  ounce  of  brandy ; 
yolks  of  two  eggs ;  two  drachms  of  liq.  pancreaticus ;  two  ounces 
of  beef-tea,  and  three  grains  of  quinia ;  and  an  ointment  of  bella- 
donna and  glycerine  was  applied  over  abdomen. 

l8th.-*Patient  had  a  very  quiet  night;  slept  well;  tenderness 
much  less.     Pulse,  99 ;  temp.,  101*2®. 

14th,  9  a.m. — Strength  increased;  breathing  better;  tenderness 
absent.  Pulse,  98,  regular  and  full ;  temp.,  103®.  During  the  18th 
and  through  the  night  had  iced  milk  and  small  amount  of  iced  beef- 
tea,  which  were  not  rejected. 
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At  9  p.m.  he  complained  of  sudden  pain  in  right  iliac  fossa; 
this  was  followed  by  collapse ;  pulse  imperceptible  at  wiist ;  cold 
clammy  perspiration  over  face ;  great  distension  of  abdomen ;  liver 
dulness  absent ;  breath  became  extremely  offensive ;  skin  appears 
like  damp  wash  leather. 

15thf  2  a.m. — Still  in  a  state  of  collapse,  unconscious ;  pulse  just 
perceptible  at  wrist,  but  cannot  be  counted ;  temp.,  97^ ;  vomiting 
of  very  foetid  material,  during  which  occurrence  there  is  no  com- 
plaint of  pain. 

4  a.m. — ^Vomiting  again  takes  place ;  the  lower  bowel  is  eva« 
cuated,  and  some  convulsive  movements  occur.  Consciousness  does 
not  return,  and  the  patient  dies  at  4  80  a.m« 

The  post  mortem,  four  and  a  half  hours  after  death,  reveals  a  peri- 
toneum filled  with  a  gas  so  fcetid  that  it  is  impossible  to  come  near 
the  body  for  some  considerable  time  after  opening  it.  There  is 
very  little  evidence  of  peritonitis  except  at  the  junction  of  the  ileum 
and  c»cum,  and  there  is  a  gangrenous  and  perforated  spot  in  the 
vermiform  appendix.  A  collection  of  very  foetid  pus  is  found  in 
the  true  pelvis  and  in  the  dilated  end  of  the  appendix,  which  con- 
tains an  olive-shaped  calculus* 

Now,  here  is  a  case  in  which,  until  8  o'clock  in  the  evening  pre- 
ceding death,  the  patient's  pulse,  temperature,  and  general  condition, 
had  manifestly  improved  under  opium,  quinia,  and  rectal  nourish- 
ment. Suddenly  perforation  occurs,  his  pulse  disappears  ;  from 
being  slightly  flushed  his  face  becomes  ashy  pale,  cold  and  clammy ; 
his  eyes  deeply  sunken,  and  surrounded  by  dark  areolae ;  the  tem- 
perature goes  down,  profound  collapse  is  established,  and  he  dies 
seven  hours  after  the  occurrence  of  perforation.  A  peculiar  and 
penetrating  foetor  is  present  during  the  last  hours,  as  if  a  general 
disintegration  had  already  set  in  even  in  the  presence  of  all  the  un- 
measured forces  which  constitute  what  we  call  life. 

The  second  case  is  one  of  gastric  perforation. 

Case  II. — The  patient,  a  housemaid,  Margaret  D.,  aged  twenty- 
two  years,  came  under  my  care  on  the  1st  of  March,  1888.  For  two 
years  she  had  suffered  from  symptoms  of  gastric  ulcer.  The  present 
attack  commenced  as  follows : — ^For  some  days  she  suffered  from 
abdominal  pain,  which  became  very  severe  at  5  o'clock  on  the 
evening  before  admission.    She  took  a  purgative  draught,  which 
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she  vomited  about  6  o'clock.  At  8  p.m.  yomiting  again  occurred— 
thia  time  the  vomited  matter  was  streaked  with  blood.  At  8  a.m. 
of  the  1st  of  March  the  vomiting  became  very  troublesome,  and 
severe  pain  was  felt  in  the  left  hypochondriac  region.  A  purgative 
enema  was  now  given  her.  Extreme  pain  followed  a  free  evacua- 
tion  of  the  bowels ;  vomiting  continued,  and  at  5  a.m.  she  felt  a 
sudden  increase  of  the  pain,  and  became  cold,  clammy,  and  pulse- 
less. This  state  of  collapse  continued  until  her  admission  at  12 
noon  of  March  1st,  when  her  condition  was  as  follows : — ^Pulse 
very  rapid,  irregular,  and  at  times  imperceptible.  Temp.  101*4® ; 
face  pale,  drawn,  and  anxious-looking ;  eyes  sunken  ;  pupils 
dilated ;  tongue  red,  dry,  and  hai-d.  She  complained  of  severe 
pain  at  cartilages  of  8th,  9th,  and  10th  ribs,  and  of  rather  less 
pain  in  left  lumbar  region.  She  also  had  severe  pain  passing  from 
the  middle  of  each  clavicle,  across  the  shoulder  and  up  to  nape 
of  neck.  The  abdomen  was  distended  and  tympanitic,  slightly 
tender  on  pressure,  especially  in  left  lumbar  region,  over  which 
there  was  a  well-marked  area  of  dulness. 

Dia^pnoMff.— Perforation  of  anterior  wall  of  stomach,  with  extra- 
vasation of  contents ;  peritonitis  most  severe  on  under  surface  of 
diaphragm,  affecting  both  phrenics,  and  thus  producing  clavicular 
pain. 

Treatment. — She  was  placed  in  recumbent  posture,  with  hot  jars 
at  her  feet  and  sides.  An  ointment  of  opium,  belladonna,  and 
glycerine  was  gently  smeared  over  abdomen  and  covered  with 
spongiopiline.  A  nutrient  enema  was  given  every  4th  hour,  and 
^-grain  injections  of  morphin  every  drd  hour.  She  was  kept  per- 
fectly quiet,  and  allowed  occasionally  small  pellets  of  ice  to  allay 
the  great  thirst  she  complained  of.  Under  this  treatment  she  rallied, 
became  quite  conscious,  vomiting  ceased,  and  her  pulse  came  down 
to  100  per  minute;  temperature,  105*5®.  The  urine,  which  was 
normal,  had  to  be  taken  away  by  catheter. 

2nd. — ^Had  a  good  night,  slept  five  hours ;  tympanites  greater ; 
liver  dulness  quite  absent ;  dulness  and  fluctuation  in  both  loins ; 
tenderness  over  entire  abdomen;  temperature,  101*5®;  pulse,  140. 
During  the  day  the  pain  increased,  and  vomiting  set  in ;  the  pulse 
became  weak,  the  breath  foetid,  the  urine  dark,  having  a  peculiar 
sickening  and  ammoniacal  odour.  At  6  p.m.  the  temperature  fell ; 
patient  had  shivering ;  pulse  became  quick  and  almost  impercep- 
tible ;  cold  perspiration  broke  out  all  over  body.  Believing  that 
septic  absorption  was  the  cause  of  these  unfavourable  changes,  I 
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performed  laparotomy,  washed  out  peritonenmy  and  sntiired  a  per- 
foration in  the  anterior  wall  of  the  stomach  within  an  indi  and  a 
half  of  the  cardiac  orifice. 

Notwithstanding  a  lengthy  operation  she  rapidly  recovered  from 
itke  effects  of  the  anaesthetic,  and  in  one  honr  afterwards  her  poise 
was  better  than  at  any  time  since  perforation  occurred.  Three 
hours  later  collapse  set  in,  and  she  died  of  exhaustion  eariy  on  the 
morning  of  the  Srd. 

The  expectant  method  of  treatment  had  allowed  the  entire  peri- 
toneum to  become  activdy  engaged  in  the  absorption  of  the  dele- 
terious products  of  disease,  and  death  was  already  rapidly  approaching 
when  the  operation  was  undertaken. 

I  now  exhibit  the  vermiform  appendix  caeci  removed  from 
Case  I.,  and  a  small  calculus  which  had  formed  therein  and  led 
to  its  dilatation  and  perforation. 

I  also  desire  to  call  attention  to  the  stomach  removed  from  Case 
II.  The  cicatrix  of  an  old  ulcer  is  found  on  the  posterior  wall ; 
its  contraction  has  led  to  the  production  of  an  hour-glass  appear- 
ance such  as  was  present  in  a  case  brought  before  this  Section  of 
the  Academy  by  Dr.  Finny.  The  perforated  spot  is  firmly  sutured, 
and  corresponds  to  the  centre  of  an  irregular  ulcer  on  the  anterior 
wall  of  the  stomach. 

Although  the  foregoing  cases  are  only  instances  of  intestinal 
perforation  resembling  in  most  particulars  those  of  everyday 
occurrence,  I  would  direct  attention  to  the  symptoms  which 
attended  them,  with  the  object  of  eliciting  an  expression  of 
opinion  as  to  the  pathological  processes  which  brought  about  a 
fatal  result. 

When  we  compare  the  cases  we  find  that  the  patient  with  per- 
foration of  the  stomach  lived  three  days,  while  in  the  other  death 
occurred  in  seven  hours  after  perforation.  In  the  stomach  case, 
symptoms  of  collapse  disappeared  before  those  of  blood  infection 
became  marked  ;  in  the  other  collapse  became  more  profound  until 
the  end.  In  both,  the  foatid  and  ammoniacal  odour  which  attends 
septic  intoxication  was  present,  but  in  the  stCMuach  case  not  until 
sixty-two  hours  after  perforation,  while  in  the  other  it  developed  in 
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three  honra.  In  the  fonner  the  semi-eolid  and  liquid  contents  of  the 
stomach  entered  the  peritonenm  in  hirge  amount ;  in  the  hitter  only 
gas  and  a  little  liquid  escaped  through  a  small  opening.  The 
stomach  case  seemed  to  me  one  of  uncomplicated  septic  poisoning. 
The  other  was  attended  by  a  prostration  which  can  only  be  accounted 
for  bj  peritoneal  absorption  of  some  material  capable  of  profoundly 
influencing  the  heart  and  central  nervous  system.  What  this 
material  is,  how  this  material  exerts  its  influence,  are  the  questions 
which  I  desire  with  your  permission  to  discuss. 

To  enter  into  a  chejnical  study  of  the  intestinal  contents  is  not 
my  intention.  Clinical  observation  has  led  me  to  belieye  that 
there  is  a  marked  resemblance  in  the  symptoms  attending  intestinal 
obstruction,  perforative  peritonitis,  and  poisoning  by  putrid  animal 
matter,  and,  although  each  will  have  its  own  characteristic  symp- 
toms, running  through  all  will  be  changes  which  cannot  be 
accounted  for  by  the  varying  conditions  found  after  death  in  the 
solid  tissues  of  the  body.  Our  search  must  therefore  be  pushed  to 
its  liquid  and  gaseous  constituents  and  contents. 

The  intestinal  contents  prior  to  perforation  must  first  engage  our 
attention  ;  next  the  influence  of  each  when  introduced  into  the 
blood,  and  last  the  effects  of  their  intra-peritoneal  injection. 
Especially  in  obstruction  the  small,  and  to  a  greater  extent  the 
large,  intestine  contains,  as  well  as  harmless  portions  of  injestSf— 

Ist.  Innumerable  putrefactive  micro-organisms,  and  the  products 
of  their  action. 

2nd.  The  products  of  inflammation— sepsin,  &o. 

3rd.  Gk»es,  especially  hydro-sulphuric. 

When  perforation  occurs  these  substances  enter  the  peritoneal 
sac,  and  on  their  entry  begins  the  chain  of  symptoms  which  end  in 
death. 

Nowy  in  cases  of  rapid  death  after  perforation  there  is  no  marked 
change  in  the  peritoneum,  and  if  called  upon  to  examine  that 
membrane,  even  microscopically,  you  could  find  therein  no  marked 
evidence  of  inflammation,  and  certainly  no  cause  for  a  fatal  result. 
We  must,  therefore,  endeavour  to  discover  the  influence  of  each 
of  these  apparently  active  agents  when  intro4aoed  into  the  blood 
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and  into  the  peritoneam ;  then,  by  a  comparison  of  dinical  expe- 
rience with  experimental  results,  di-aw  conclusions  as  to  cause  of 
death  in  the  cases  before  us. 

Septic  and  putrefactive  micro-organisms,  when  introduced  with- 
out the  products  of  their  action,  are  harmless  so  long  as  the  tissues 
are  healthy — in  fact,  they  undergo  disintegration.  This  holds  good 
in  intra-yenous  injection  according  to  Klein,  and  in  intra-peritoneal 
according  to  Grawits. 

The  injection  of  putrescent  animal  matter  into  the  blood  is  foU 
lowed  by  collapse,  cold  clammy  perspiration,  early  cardiac  failure, 
with  disappearance  of  heart  sounds. 

When  introduced  into  the  peritoneum,  if  in  small  amount,  absorp- 
tion takes  place  without  harm ;  if  in  large  amount,  after  some  hours 
a  rise  of  temperature,  followed  by  shivering,  purging,  coUapse,  and 
death  in  eighteen  to  twenty-four  hours. 

If  sepsin  be*  introduced  into  the  blood,  it  produces  febrile  symp« 
toms,  vomiting,  shivering,  torpor,  spasms,  collapse  and  death.  When 
placed  in  the  peritoneum  no  immediate  change  takes  place,  but  in 
a  few  hours  the  animal  becomes  drowsy  and  feverish,  in  from  six 
to  ten  hours  cold  and  bathed  in  perspiration,  and,  if  a  large  amount 
has  been  used,  collapse  sets  in,  followed  by  death. 

In  the  experiments  of  Bernard,  injection  of  hydro-sulphuric  acid 
into  the  veins  produced  profound  colli^se,  which  came  on  in  a  few 
minutes  and  lasted  four  to  six  hours.  At  the  end  of  this  time  the 
breath  was  foetid,  stained  lead  paper  black,  and  the  urine  contained 
H,S.  When  injected  into  the  peritoneum  in  small  amount,  pros- 
tration occurs  in  from  ten  to  fifteen  minutes,  and  lasts  for  a  few 
hours ;  when  in  large  amount,  collapse  is  early  and  may  be  kept  up 
until  death  occurs. 

In  Emminghaus's  cases  of  perforative  peritonitis,  in  which  early 
and  extreme  prostration  occurred,  the  urine  contained  H,S,  and 
later  the  same  gas  was  eliminated  from  the  lungs. 

From  the  above  it  would  seem  that  while  none  of  the  substances 
can  of  themselves  set  up  all  the  symptoms,  a  combination  of  them 
is  capable  of  producing  all  the  various  symptoms  which  attend 
cases  of  perforative  peritonitis. 
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I  The  initial  coUapee  of  gastric  perforation  may  be  accounted  for 

by  shock,  the  subsequent  gradual  sinking  being  usually  due  to 
,  septic  absorption. 

^j     .  The  early  and  prolonged  prostration  of  intestinal  perforation, 

especially  when  low  down,  may  be  accounted  for  by  absorption  of 
H^S,  accompanied  by  shock,  the  fatal  issue  being  of  septic  origin. 

In  both,  when  the  intestine  is  overloaded,  the  products  of  putre- 
faction may  come  into  play,  and  add  the  symptom  of  early  cardiac 
failure. 

Now,  if  I  am  correct  in  the  views  above  put  forward,  they  teach 
a  lesson  of  which  modem  surgery  has  already  commenced  the 
study — ^that  is,  that  the  cause  of  death  is  removable  in  those 
apparently  hopeless  cases. 

Up  to  this,  my  case  included,  there  are  on  record  26  cases  of 
laparotomy  for  ulcerative  perforation  of  the  stomach  or  intestines. 

The  result  of  22  are  given  by  Steinthal  (Verhand,  deutsch. 
Oe8eU./ur  Chir.,  1888).  Eight  of  the  22  recovered.  In  only  1  of 
these  was  suture  required  ;  in  1  the  appendix  cseci  was  removed  ; 
in  8  suppurative  peritonitis  was  present ;  in  the  others  septic  peri- 
tonitis existed.  Incision  and  washing  out  of  the  peritoneum 
saved  these  cases  even  under  such  unfavourable  circumstances.  In 
the  unsuccessful  cases  the  operation  was,  as  in  my  case,  too  long 
delayed,  the  perforation  could  not  be  detected,  or  secondary  collapse 
occurred.  Of  the  remaining  cases,  1  recovered  completely,  a  second 
with  a  faecal  fistula,  2  died  within  twenty-four  hours  after  operation. 
These  results  would  strongly  support  the  views  put  forward  in  my 
communication,  and  should  impress  us  with  the  necessity  of  early 
operative  interference  in  such  cases. 
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By  ARTHUR  W.  W.  BAKER,  M.D^  F.RC.S. ; 

Surgeon  to  the  Dental  Hoepital  of  Ireland. 

[Elead  in  the  Section  of  Pathokgy,  Jnne  1, 1888.] 

As  pyaemia  from  dental  causes  is  not  very  common,  or  perhaps  has 
not  been  frequently  recognised,  the  notes  of  a  case  which  came 
under  my  own  observation  are,  I  think,  deserving  of  record. 
Before,  however,  detailing  my  own  case,  I  shall  refer  to  some  of  the 
scanty  literature  of  the  subject. 

In  the  recent  edition  of  Tomes'  "  Dental  Surgery  "  the  author 
refers  to  seven  cases  of  acute  and  chronic  pysBmia  of  dental  origin, 
which  he  has  collected  from  various  sources,  all  of  which  proved 
fataL  Two  of  these,  however,  in  my  opinion,  were,  strictly 
speaking,  not  pyasmic,  as  we  now  understand  the  term.  In  one, 
extension  of  an  abscess  connected  with  a  lower  wisdom  tooth  pro- 
duced some  severe  unilateral  glossitis,  and  mechanically  suffocated 
the  patient.  In  the  other,  splintering  of  the  lower  jaw  in  the 
removal  of  a  tooth  gave  rise  to  an  abscess  which  found  its  way  up 
the  ramus  and  through  the  foramina  ovale,  rotundum,  and  spinosum, 
into  the  cavity  of  the  cranium,  where  meningitis  ensued,  of  which 
the  patient  died.  The  remaining  five  cases  may  fairly  be  classed 
as  pysemic,  and  as  such  deserve  our  attention,  for  they  point  to  the 
fact  that  alveolar  suppuration  cannot  always  be  treated  as  an  affec- 
tion of  no  moment,  but  may  sometimes  be  attended  with  even  fatal 
consequences.  Unfortunately,  details  are  wanting  in  the  cases 
recorded  by  Mr.  Tomes,  upon  which  we  might  with  advantage 
generalise. 

Dr.  R  J.  Porre,  at  the  International  Medical  Congress  held  at 
Washington  in  1887,  brought  forward  some  cases  of  chronic  pyaemia 
of  dental  origin,  in  all  of  which  there  was,  fortunately,  a  happier 
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termination  than  in  those  recorded  bj  Mr.  Tomes.  Dr.  Porre  gives 
the  following  accoont  of  one  of  the  cases  observed  by  him : — ^The 
patient,  male,  good  constitution  and  habits,  suffered  for  the  last 
thirty  years  from  neuralgia,  besides  having  constantly  recurring 
furuncles  and  eruptions  in  various  parts  of  the  body,  which  would 
often  for  months  become  running  abscesses.  He  experienced  burn- 
ing and  itching  eruptions  of  hands  and  feet,  which  would  finally 
change  to  stubborn  ulcerations.  His  bowels  were  either  stubbornly 
constipated  or  exhaustingly  loose.  He  suffered  from  frequent 
rigors  and  febrile  attacks  of  varying  intensity,  profuse  night  sweats, 
retention  of  urine,  serious  constrictions  of  the  bowels  and  urethra. 
Lancinating  pains  darted  from  the  maxilla  of  right  side  to  bowels, 
bladder,  limbs,  hands  and  feet,  or  to  whatever  part  was  locally 
affected  at  the  time.  This  latter  peculiarity,  together  with  the  dis- 
covery of  a  little  pus  exuding  from  the  locality  of  the  wisdom 
tooth,  led  to  a  final  correct  diagnosis  of  his  case.  The  tooth 
referred  to  was  extracted,  and  a  speedy  and  complete  recovery 
followed.  Dr.  Porre  also  read  the  notes  of  ten  similar  cases, 
which  all  yielded  to  the  simple  remedy  of  removing  the  offending 
tooth. 

Mr.  Frederick  Eve,  Curator  of  the  Royal  College  of  Surgeons, 
England,  in  a  recent  communication  to  the  Odontological  Society, 
whilst  noticing  the  fact  that  in  periodontal  abscess,  although  the 
pus  directly  gained  access  to  the  bone,  serious  consequences  rarely 
followed — ^yet  related  the  case  of  a  young  man  who  had  been 
troubled  by  an  abscess  in  the  region  of  the  fangs  of  a  second  molar 
tooth.  He  attended  the  funeral  of  his  grandfather,  caught  cold  in 
the  tooth,  and  died  in  three  weeks  of  pyaemia. 

Some  interesting  experiments  on  mice  are  at  present  being 
carried  out  by  Dr.  W.  D.  Miller,  of  Berlin,  by  inoculating  them 
with  the  material  obtained  from  gangrenous  pulps.  As  these 
experiments  are  not  yet  concluded,  it  would  be  premature  to  do 
more  than  allude  to  them  here  ;  but  from  Dr.  Miller's  recent  com- 
munication to  the  Dental  Cosmos^  he  is  evidently  quite  alive  to  the 
importance  of  investigating  this  source  of  pyaemia. 

The  following  case  occurred  in  my  own  practice.    I  am  happy 
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to  say  that  it  waa  not  fatal,  and  that  I  racceeded  in  coring  the 
patient  without  sacrificing  the  offending  tooth :— - 

Case. — ^Mrs. ,  aged  thirty-three,  widow,  consulted  me  in  the 

beginning  of  November,  1887,  about  her  first  left  upper  molar  tooth, 
which  had  given  her  pain  from  time  to  time.  The  patient  appeared 
to  be  in  excellent  health,  and  presented  no  evidence  of  constitutional 
taint.  She  stated  that  the  only  illness  she  had  had,  excepting,  of 
course,  her  confinements,  was  a  severe  attack  of  scarlatina  at  twelve 
years  of  age,  which  was  followed  by  general  dropsy.  At  the  age  of 
nineteen,  the  first  left  upper  molar  (the  tooth  about  which  she  con- 
sulted me)  was  filled ;  this  resulted  in  an  alveolar  abscess  over  the 
tooth.  Ten  years  later  she  had  another  rather  acute  abscess  in  the 
same  place,  which  was  followed  at  once  by  a  small  abscess  on  the 
fourth  toe  of  the  right  side ;  then  small  abscesses  broke  out  over 
other  parts  of  the  body,  the  tooth,  at  the  same  time,  being  the  seat  of 
more  or  less  uneasiness.  Early  in  the  spring'of  1887,  she  suffered 
from  an  abscess  in  the  right  ear,  which  by  the  medical  attendant 
was  thought  to  be  connected  with  some  tooth.  About  a  week  pre- 
vious to  consulting  me,  she  had  a  recurrence  of  the  abscess  over 
the  left  upper  molar ;  this  was  followed  by  a  small  pimple  on  the 
back  of  the  right  forearm,  which  at  the  time  of  her  visit  presented 
the  appearances  of  a  small  pysemic  abscess.  Viewing  the  case  as 
one  of  chronic  pyemia,  having  its  origin  in  the  suppuration  about 
the  roots  of  the  molar,  I  decided  to  try  and  save  the  tooth,  and  in 
so  doing,  if  possible,  to  cure  the  pyemia. 

The  tooth  I  treated  by  removing  all  that  remained  of  the  dead 
and  decomposed  pulp,  cleaning  out  the  roots  thoroughly,  syringing 
them  first  with  weak  carbolic  lotion,  then  with  absolute  alcohol. 
The  roots  were  finally  dried  with  hot  air  and  injected  with  a 
solution  of  iodoform  in  ether,  and  the  filling  of  the  tooth  was 
completed  at  a  subsequent  sitting.  There  was  a  swelling,  about  the 
size  of  a  small  marble,  on  the  gum  over  the  buccal  roots  of  the 
tooth,  corresponding  to  the  site  of  the  alveolar  abscess  to  which  I 
have  alluded ;  this  I  laid  open  freely,  and  allowed  it  to  heal  from 
the  bottom.  The  fiuid  which  escaped  from  this  swelling  was 
more  like  cystic  fluid,  such  as  is  frequently  found  as  the  result 
of  chronic  inflammation  round  the  roots  of  teeth,  than  true  pus. 

It  is  now  more  than  six  months  since  I  treated  this  case,  and 
being  interested  as  to  the  result,  I  have  kept  the  patient  under 
observation.     She  has  had  no  further  trouble  with  the  tooth, 
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and  the  metastatic  abscesses  have  ceased.  That  the  tooth  was  the 
source  of  the  poison,  to  my  mind,  appears  extremely  probable,  both 
from  the  frequency  with  which  the  periodontal  abscess  was 
succeeded  by  an  abscess  elsewhere,  and  the  fact  that  the  small 
abscess,  which  was  situated  on  the  patient's  forearm  when  she 
came  to  me,  subsided^more  rapidly  than  any  previous  abscess  on 
treatment  of  the  tooth ;  and  no  abscess  has  since  then  appeared. 

I  am  not  quite  dear  as  to  the  explanation  of  why  the  pyaemia 
evidenced  itself  always  on  the  right  side,  while  its  dental  origin 
was  on  the  left.  That  more  serious  symptoms  did  not  present 
themselves  in  this  case  was  most  likely  due,  as  pointed  out  by 
Mr.  Watson  Cheyne  in  his  recent  lectures  on  ^^  Suppuration  and 
Septic  Diseases,**  to  the  small  dose  of  the  poison. 

The  history  of  this  case,  taken  in  conjunction  with  the  others 
which  I  have  quoted,  shows  the  importance  of  investigating  the 
condition  of  the  mouth  in  any  case  of  pyaomia  where  we  are  in 
doubt  as  to  the  source  of  the  disease. 


LOCOMOTOR  ATAXY. 

Bt  J.  MAGEE  FINNY,  M.D.,  Dubl. ;  F.K.Q.C.P.  i 

King'*  Ptofmor  of  PnetiM  of  Uedicine  ;   Phjncian  to  Sir  Patrick  Dmi'i 

Hoipital. 

[Eud  in  tho  SMtioo  of  FaUiolog?,  Judo  1,  ISSS.] 

The  morbid  specimens  of  the  spinal  cord  under  the  microscopes 
were  taken  from  a  patient,  Mr.  M.,  aged  thirty^eight,  who  died  ia 
my  hospital  in  April,  1885,  of  emphysema  and  cardiac  dropsy. 

In  1879  he  was  first  nnder  my  care,  in  the  City  of  Dublin  Hos- 
pital, for  asthma  and  bronchitis,  with  an  enlarged  liver.  His  bed 
adjoined  that  of  a  patient  suffering  from  locomotor  ata^,  and  to 
whose  symptoms  I  had  directed  the  attention  of  my  clinical  class. 

Three  years  sabaequently  Mr.  M.  called  on  me,  saying  be  had  loco- 
motor ataxy,  and  that  he  knew,  by  my  clinical  lectures  on  the 
disease  in  1879,  he  was  even  then  a  victim  of  the  disease,  as,  for 
nine  years  before  that,  he  had  had  a  tendency  to  fall  backwards  on 
standing  with  the  eyes  closed,  or  in  attempting  to  look  np  to  the 
roof  of  an  adjoining  house,  and  for  five  years  he  could  not  walk 
with  any  certainty  in  the  dark. 

I  made  a  careful  examination  of  him  at  the  time  I  refer  to,  and 
found  he  had  sufficiently  well-marked  symptoms  to  confirm  his 
opinion  that  he  really  had  tabes. 

I  lost  sight  of  him  from  1882  to  1885,  when  he  again  visited  me 
in  my  hooee,  and  his  condition,  as  regards  the  cardiac  dropsy, 
enlarged  Uver,  and  the  asthma,  was  so  bad  that  I  admitted  bim  into 
the  pay  ward  of  Sir  Patrick  Dun's  HospitaL  Here  he  made  a  rally 
for  a  while,  but  finally  died  asphyxiated,  ten  days  after  admission, 
the  bronchial  tutx 
semm  and  mucus. 

The  tabetic  histo 
Mr.  M.  indulged 
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fostered  largely  by  the  kind  of  life  he  lived,  being  one  of  excite- 
ment, associated  with  betting  and  the  tnrf. 

As  a  boj  he  masturbated ;  at  the  age  of  eighteen  he  contracted 
the  venereal  disease  (?  syphilis),  and,  in  spite  of  constant  and 
frequent  coitus,  he  had  nocturnal  emissions  every  third  night. 
When  twenty-six,  he  acquired  the  habit  of  nipping,  and  since  then 
he  has  been  a  regular  drinker  of  whisky,  sometimes  to  the 
amount  of  fifteen  half -glasses  a  day,  and  was  rarely  sober  at  bed- 
time. Of  late  the  sexual  appetite  has  not  been  inordinate,  and 
erection  and  seminal  emissions  have  occurred  only  under  excite- 
ment. There  is  jiot,  nor  ever  has  been,  any  loss  of  control  over 
the  bladder  or  rectum. 

Special  Symptoma — (a)  Reflexes. — The  irides  are  contracted  some- 
what, and  do  not  react  to  the  stimulus  of  light,  though  they  do  to 
accommodation  (Argyll-Robertson's  phenomenon).  The  patellar 
reflexes  are  absent. 

(Jti)  Parcea^iesia. — Tactile  sensation  is  much  diminished  in  the 
arms  and  legs.  When  in  bed,  he  is  not  aware  of  the  position  of 
his  feet  unless  he  strikes  them  against  the  footboard.  He  is  also 
ignorant  of  the  position  of  his  right  arm  when  it  is  outside  the 
bedclothes,  and  he  has  much  difficulty  in  using  the  fingers  for  such 
matters  as  buttoning  his  clothes,  using  a  pin,  A«.  He  says,  in 
relation  to  this  point,  that  a  couple  of  years  ago  he  transfixed  the 
skin  of  the  left  foreann  when  pinning  on  a  cuff,  and  he  was  made 
aware  of  this  for  the  first  time  when,  finding  the  cuff  fixed,  he 
drew  it  down  forcibly,  and  tore  the  pin  through  the  skin  of  his 
wrist.  He  states — but  of  this  I  have  no  confirmation — ^that  the 
temperature  of  the  skin  of  his  fingers  of  the  right  hand  at  times 
rises  high — ^higher  than  that  of  the  left — so  that  in  wetting  them 
**  they  steam  I  •• 

The  neuralgic  or  lightning  pains,  so  usual  in  tabes,  are  remark- 
ably slight,  although  he  states  he  has  had  occasionally  rheumatic  or 
neuralgic  pains  in  his  arms  and  legs.  There  is  also  an  absence  of 
^'  girdle  sensations  **  and  of  gastric  crises,  for  although  vomiting 
has  not  been  an  uncommon  event,  it  was  probably  attributable  to 
alcoholic  excess. 
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(c)  Ataooie  SyvyifUm8,^The»  are  faiily  well  nmitfld.  The  petiaiC 
baa  difficult  J  in  maintaining  hia  position  when  hia  eyes  are  ahai, 
iaDd  he  staggers  in  his  gait  imleas  he  fixes  hia  eje  on  an  object  before 
bun,  or  on  the  ground.    When  turning  round,  there  ia  a  great  ten- 
ienej  to  falL    His  gait  isy  however,  more  that  of  feebleness  and 
want  of  confidence  than  that  oi  a  pronoonoed  tabetic,  as  there  i» 
little  or  none  of  the  ^  high  knee  action,**  and  the  foreiUe  throwing 
out  and  then  the  bringing  down  of  the  heel,  which  are  commonljr 
present  in  tabes. 

There  is  very  Utile  moscnlar  wasting,  bat  the  dropsy  of  the 
lower  extremities  probably  masks  it  somewhat. 

Patt'-mortem  ExaminaUofL — ^The  spinal  cord  was  removed  the  day 
following  his  deaths  and  sections  were  kindly  made  by  Dr.  Henry  T. 
Bewley,  to  whom  I  am  also  indebted  for  the  accompanying  drawings^ 
There  was  considerable  inflammatory  thickening  and  matting 
together  of  the  sfunal  monbranes,  more  particularly  over  its  poste- 
rior aspect  on  the  lower  dorsal  and  the  Inmbar  regions.  In 
making  the  sectuHi  after  hardening,  the  pia  mater  tore  away  in 
many  places,  but  its  thickened  nature  and  increased  fibrous  pro« 
longations  into  the  substance  ci  the  c(»d  can  be  well  seen  in  many 
of  the  sections.  The  cord  itself  was  neither  flattened  nm  atrojdded 
to  the  naked  eye. 

Examination  of  the  sections  shows  that  the  sclerotic  change  ia 
fairly  symmetrically  disposed,  but  that  ita  chief  seat  ia  in  the 
cervical  region  rather  than  in  the  lumbar— a  pathological  con- 
firmation of  the  surmise  made  during  life,  and  based  upon  the 
dinical  fact  that  the  arms  were  more  affected  than  the  legs. 

Where  most  pronounced,  the  sclerosis  has  produced  CMuplete 
atrophy  of  the  nerve  fibres. 

In  the  cervical  region  the  postero-extemal  columns  (a)  are 
greatly  degenerated— very  slightly  in  the  dorsal  and  moderately 
so  in  the  lumbar.  On  the  other  hand,  the  postero-median  columns 
(b)  are  much  involved  in  the  lumbar,  and  proportionately  less  so  in 
the  dorsal  and  cervical  regions. 

As  may  be  expected,  there  is  no  evidence  of  secondary  ascending 
spinal  degeneration. 


lYxBiS.  ofRofJfcad.ofMed./reloAd'  Vol.  W. 


Lumbar  Re|io 


Dorsal  Kegii, 


By  Db.  J.  Magee  Finnt.  407 

There  is  in  the  section  of  the  cervical  portion  a  remarkable 
exemption  from  degenerative  changes  of  the  upper  and  outer  parte 
of  the  posterior  columns  (c),  so  that  bnndles  of  heallhj  nerve  fibres 
lie  between  the  posterior  grey  oomua  and  the  degenerated  columns 
of  Burdach*  This  appearance  is  very  unusual,  and  is  not  met 
with  in  manj  of  the'published  drawings  of  the  disease.  One  very 
like  it,  but  to  a  much  less  extent,  is  depicted  bj  Dr.  Gowers 
(^  Diseases  of  the  Nervous  System,"  YoL  I.,  p.  810). 

The  grey  matter  of  the  posterior  comua  show  very  slight  in- 
volvement in  the  degenerative  change. 

In  addition  to  the  interest  attaching  to  every  case  of  tabes,  I 
think  my  case  is  remarkable  in  three  points — viz.,  firstly,  the 
limited  and  moderate  amount  of  sclerosis  present,  due,  doubtless^ 
to  the  patient's  life  being  cut  short  by  an  intercurrent  and  inde- 
pendent disease,  and  thereby  affording  the  opportunity  of  seeing 
the  cord  in  an  earlier  stage  of  tabetic  change  than  is  usually  met 
with ;  secondly,  the  localisation  of  the  degeneration  in  the  upper 
rather  than  in  the  lower  part  of  the  cord ;  and  thirdly,  the  exemp- 
tion from  sclerosiiB  of  a  considerable  portion  of  the  postero- 
external column  in  the  cervical  region. 


EXPLAl^ATION  OF  PLATE. 

Stctimi  ofSjpinal  Oard  e^eeted  ioUh  Loeomcior  AUuBg, 
(a)  ^  Po8t«ro-extenud  oolnnms  (oolamiui  of  Burdach) 

(c)  =  Portion  of  posterior  oolamnfl  iiiiaffi»oted  by  Bcleroeifl. 


(A)  Limh0r  JtegruMi.— Dense  soleroflLB  of  postero-median  oolnnms  and  of  the 

■npetfiflial  part  of  postero-eztemal  oolnmna.    Slight  soleroeiB  of  zeat 
of  posterior  oolnmna. 

(B)  IhntU  Region, — ^Posterior  third  of  postero-median  oolnnms  and  snper- 

ficial  sone  of  postero-extemal  oolnnms  mnoh  afleotad.  Slight  soieroBiii 
of  rest  of  poetsKior  oolnnms. 

(C)  Cervicdl  Region, — Dense  sderosiii  of  entlze  posterior  oolnnms  except  ante- 

rior part  of  postero-eztemal  and  middle  portion  of  postero-median 
oolanma 


SEPARATION  OF  THE  OORACOID  EPIPHYSIS 

OF  THE  SCAPULA, 

Bt  E.  H.  BENNETT,  M.D.,  Univ.  DubL,  F.RC.S. ; 

FrofesMxr  of  Surgery  in  the  Uniyersity  of  Dablin  ; 
Surgeon  to  Sir  P.  Dun's  HoepitoL 

[Read  in  the  Section  of  Pathology,  June  1, 1888.] 

I  HATE  used  this  term,  coracoid  epiphysis  of  the  scapula,  for  con- 
venience, well  knowing  that  the  independent  centre  of  the  coracoid 
is  essentially  different  in  its  homology  from  the  ordinary  epiphyses, 
and  that  on  this  ground  objection  may  be  taken  to  its  employment. 
In  the  pathological  sense  this  specimen  is  an  epiph3rsary  separation, 
and  agrees  in  its  details  with  the  lesion  as  we  see  it  in  the  long 
bones.  The  cartilage  uniting  the  coracoid  to  the  scapula  has 
separated  from  the  latter,  carrying  with  it  in  one  part  a  small 
scale  of  bone ;  in  other  words,  the  line  of  separation  is  on  the 
proximal  side  of  the  epiphysary  cartilage,  and  any  further  secondary 
fracture  of  bone  is  seated  in  the  diaphysis,  as  constantly  occurs  in 
the  similar  injuries  of  the  long  bones. 

My  object  in  bringing  forward  the  specimen  is  to  record  its 
existence,  for  I  have  not  found  any  record  of  a  similar  case.  The 
following  is  the  category  of  epiphysary  separations  admitted  by 
Malgaigne  as  having  been  proved  by  dissection  to  exist : — ^^  The 
epiphysary  separations  which  have  been  attested  by  dissection  are : 
1st,  of  both  extremities  of  the  humerus;  2nd,  of  the  inferior 
extremity  of  the  radius ;  3rd,  of  both  extremities  of  the  femur ; 
4th,  of  both  extremities  of  the  tibia."  To  this  list  we  can  add  the 
epiphysis  of  the  great  trochanter,  of  the  inferior  extremity  of  the 
fibula  and  of  the  ulna.  I  have  shown  that  the  rarely-observed 
secondary  centre  of  ossification  of  the  astragalus  may  be  detached, 
and  I  can  now  add  to  the  list  the  detachment  of  the  coracoid 
secondary  centre. 
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If.  Conlon,  writing  in  1861  specially  on  the  lesions  of  child- 
hood, quotes,  without  addition,  the  words  of  Malgaigne ;  and,  as  I 
have  said,  in  no  written  record  can  I  find  any  mention  of  the 
coracoid  process  being  detached  after  the  manner  of  epiphysary 
separations. 

The  intrinsic  value  of  this  observation  is  very  small,  but  I  give 
it  for  what  it  is  worth  :— 

Case. — J.  C,  a  male,  aged  six,  was  admitted  to  Sir  P.  Dun's 
Hospital  on  15th  July,  1887,  in  a  state  of  profound  shock,  pulseless 
but  sensible.  He  had  been  knocked  down  by  a  tramcar,  and 
was  taken  up  from  beneath  its  guard  board.  A  large  flap  of  skin, 
from  about  the  mammary  line  in  front  to  within  an  inch  of  the 
clavicle  above,  was  torn  up  from  his  chest  wall  on  the  right  side ; 
a  second  rent  of  the  skin  extended  backwards  beneath  the  axilla 
from  the  point  of  the  anteiior  wound ;  the  axilla  was  torn  open 
and  the  upper  limb  all  but  torn  off ;  the  axillary  vessels  were  seen 
torn  through,  and  most  of  the  nerves.  The  right  forearm  was 
broken,  and  many  of  the  ribs  on  the  right  side  were  broken. 
His  condition  precluded  operation  for  some  48  hours,  when  gangrene 
of  the  whole  limb  had  occurred.  Amputation  at  the  shoulder  was 
then  performed  by  my  colleague.  Dr.  Ball,  the  only  difficulty  being 
the  finding  of  sufficient  covering  for  the  stump.  In  face  of  all  these 
difficulties  the  child  did  well  until  tetanus  set  in,  and  proved  fatal 
on  July  2drd. 

At  the  autopsy  the  right  ribs  were  found  broken,  from  the  2nd 
to  the  7th,  completely,  while  the  8th  and  9th  were  incompletely 
fractured.  There  was  no  injury  of  the  lung  or  pleura.  The 
coracoid  process  was  found  to  be  broken. 

From  the  character  of  the  wound,  particularly  that  of  the  skin, 
it  is  clear  the  force  which  inflicted  the  injury  of  the  axilla  was 
directed  from  below  and  in  front,  upwards  and  backwards,  and  its 
actioti  ceased  a  little  below  the  clavicle,  which  was  intact.  The 
lesion  of  the  coracoid  confirms  this  view.  It  is  detached  at  its 
base,  the  line  of  separation  passing  through  the  proximal  side  of 
the  cartilage,  and  at  the  upper  and  badi  part  taking  off  a  scale  of 
bone  from  the  supra-spinous  fossa  of  the  scapula.  By  misadventure 
the  ligament  of  the  scapular  notch  was  cut  away  in  making  the 
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early  investigation  of  the  injuxy,  but  the  posterior  margin  of  the 
notch  bears  incontestable  proof  of  the  quality  <^  force  that  pro- 
duced the  lesion.  A  partial  fracture  of  the  scapular  border  behind 
the  notch  extends  into  the  supra-spinous  fossa  for  half  an  inch, 
and  its  anterior  border  has  been  sprung  backwards,  so  that  the 
thin  layer  of  bone  has  overlapped  the  opposite  side  of  the  fracture 
and  remains  fixed  in  its  displacement.  This  shows  that  the  liga- 
ment of  the  notch  attached  in  front  to  the  base  of  the  coracoid  had 
all  but  torn  off  backwards  with  it  a  strip  of  bone  from  the  superior 
border  of  the  supra-spinous  fossa. 

As  the  base  of  the  coracoid  in  its  epiphysary  condition  forms  a 
part  of  the  glenoid  cavity  just  at  its  summit  and  along  the  concave 
part  of  its  upper  and  inner  border,  we  find  these  parts  detached 
and  displaced  with  the  coracoid ;  the  upper  and  inner  end  of  the 
cotyloid  ligament  is  torn  through,  and  with  the  base  of  the  coracoid 
the  attachment  of  the  outer  limb  of  the  cotyloid  ligament  is  displaced 
unbroken,  and  the  tendon  of  the  biceps  along  with  it. 

The  section  made  by  the  amputation  passed  through  the  capsule 
below  these  points,  and  so  left  their  relations  as  regards  the  fracture 
undisturbed.  There  is  no  lesion  of  the  clavicle  or  any  other  part 
of  the  scapula,  but  it  is  of  interest  to  note  that  the  acromial 
epiphysis  is  joined  to  the  spine  by  a  diarthrodial  joint. 

This  specimen  is  of  particular  interest,  in  so  far  as  it  completes 
the  series  of  coracoid  fractures  in  our  collection,  which  contains 
already  several  specimens  of  the  fractures  associated  with  disloca- 
tion of  the  humerus,  a  specimen  of  fracture  from  muscular  action, 
and  fractures  from  direct  injury  in  the  adult — a  list  of  injuries  of 
this  process  probably  exhaustive ;  in  fact,  we  want  only  a  gunshot 
fracture  of  the  part  to  make  our  collection  complete. 

The  fractures  of  the  ribs  in  this  case  are  of  interest  because  of 
their  occurrence  at  so  early  an  age ;  but  as  I  have  already  laid  a 
similar  case  before  the  Academy,  I  need  not  delay  to  describe 
these  specimens. 


A  CASE  OP  CIRRHOSIS  OF  THE  LIVER,  WITH 
THROMBOSIS  OF  THE  PORTAL  VEIN. 

Bt  henry  T.  BEWLEY,  M.D. ; 
AsBistant  Fhytiaaai  and  Pathologist  to  the  Adelaide  Hospital,  DaUm. 

[Bead  in  the  Section  of  Pathology,  Jane  1, 1888.] 

The  man  whose  illness  I  am  about  to  describe  was  admitted  into 
the  Adelaide  Hospital  on  April  7th,  1888,  under  the  care  of  Dr. 
WaUace  Beatty,  in  whose  unavoidable  absence  I  bring  the  case 
forward. 

He  was  aged  sixty  years.  By  profession  he  was  an  engraver. 
He  had  had  chronic  bronchitis  for  about  twenty-five  years,  but 
otherwise  was  healthy  till  about  the  middle  of  March,  1888.  He 
then  noticed  that  he  had  piles,  which  he  had  not  before  suffered 
from.  His  feet  began  to  swell ;  in  a  few  days  his  abdomen  began 
to  swell  too.  This  latter  swelling  soon  became  the  most  prominent 
feature  of  his  disease. 

About  the  beginning  of  April,  1888,  he  became  jaundiced. 
During  his  illness  he  lost  flesh  considerably  up  to  his  admission  to 
hospital. 

When  examined  in  hospital  on  April  8th,  his  abdomen  was 
greatly  distended  with  fluid,  and  measured  44  inches  round.  The 
superficial  veins  were  prominent.  His  feet,  legs,  and  thighs  were 
very  oedematous.  He  was  jaundiced,  bile  showing  itself  in  skin, 
conjunctiva,  and  urine.  There  was  a  faint  mitral  systolic  murmur. 
Over  the  lungs  some  sonorous  r&les  were  heard.  The  abdominal 
viscera  were  examined,  as  fully  as  the  ascites  would  allow ;  but  no 
abnormality  in  the  liver  or  tumour  anywhere  could  be  detected. 
He  was  very  ill  and  weak. 

In  spite  of  treatment,  the  ascites  increased,  and  caused  much 
distress.    Therefore,  on  May  12th,  1888,  Dr.  Beatty  tapped  the 
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abdomen,  and  drew  off  18^  pintg  of  fluid.  This  fluid  was  bright 
red,  and  contained  a  very  large  quantity  of  blood.  When  the 
abdomen  was  flaccid,  a  hard  nodulated  tumour  was  felt,  extending 
from  the  right  to  the  left  hypochondriac  region. 

The  patient  felt  much  relieved  by  the  tapping ;  but  the  fluid 
rapidly  accumulated  again.  On  May  18th,  the  belly  was  almost 
as  distended  as  before  the  tapping.  Weakness  increased,  and  on 
May  21st— nine  days  after  the  tapping — ^the  man  died. 

On  making  a  post-mortem  examination,  we  found  about  2}  gallons 
of  fluid  in  the  peritoneal  cavity.  This  fluid  was  just  like  that 
which  had  been  withdrawn  during  life — ^it  contained  a  great  deal 
of  blood;  in  the  dependent  parts  of  the  peritoneal  cavity  there 
were  several  large  and  soft  blood  clots.  The  peritoneum  itself  was 
healthy.  The  liver  was  large,  weighing  76  ounces.  The  left  lobe 
and  part  of  the  right  lobe  showed  the  typical  character  of  very 
advanced  cirrhosis.  It  was  this  large  hard  nodulated  liver  that 
had  been  felt  after  the  tapping,  and  that  had  been  thought  to  be  a 
tumour.  The  rest  of  the  right  lobe — ^about  two-thirds  of  it — ^was 
quite  different  in  appearance ;  it  was  bright  yellow  in  colour  (the 
other  parts  of  the  liver  being  brownish-green),  and  was  very  soft, 
breaking  down  into  a  pulp  under  the  slightest  pressure.  This 
yellow  soft  mass  was  sharply  marked  off  from  the  rest  of  the  liver. 
The  portal  vein  in  the  lesser  omentum,  as  far  as  about  one  inch 
from  its  bifurcation,  and  its  ramifications  in  the  soft  yellow  part 
of  the  liver  were  filled  with  a  soft  dot,  which  did  not  all  adhere  to 
the  walls  of  the  vein.  The  vein  itself,  and  its  lining  membrane, 
seemed  healthy.  This  clot  did  not  extend  into  the  branches  of  the 
vein  which  went  to  the  left  lobe.  Microscopic  examination 
showed  there  was  no  necrosis,  but  only  a  great  softening  of  the 
liver  tissue.    The  peritoneum  covering  the  liver  was  healthy. 

There  was  some  thickening  of  the  posterior  flap  of  the  initial 
valve,  which  accounted  for  the  systolic  murmur  heard  during  life. 
The  lungs  were  emphysematous.    The  other  organs  were  normal. 

The  remarkable  points  about  this  case  are  :^- 

I.  The  rapidity  with  which  the  symptoms  came  on  and  death 
ensued. 
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2.  The  presence  of  blood  in  the  ascitic  fluid. 

8.  The  thrombosis  of  the  portal  vein  and  of  some  of  its  branches. 

4.  The  great  softening  of  the  part  of  the  liver  in  which  the 
branches  of  the  portal  vein  were  filled  with  the  thrombus. 

The  duration  of  the  illness,  dating  from  the  first  symptoms,  was 
a  little  over  two  months.  I  do  not  at  all  consider  that  this  time 
represents  the  duration  of  the  cirrhosis  of  the  liver:  on  the 
contrary,  I  think  that  the  course  of  the  disease  must  have  been  as 
follows  :— 

The  cirrhosis  began  a  long  time  ago,  and  gradually  obstructed 
the  portal  circulation  more  and  more ;  but  without  giving  rise  to 
any  symptoms.  At  last  the  blood  clotted  in  the  branches  of  the 
portal  vein  which  went  to  the  right  lobe  of  the  liver  and  to  a  lesser 
extent  in  the  trunk  of  the  vein.  This  obstruction  io  the  blood 
flow  caused  the  ascites.  The  presence  of  blood  in  ascitic  fluid  in 
cases  of  cirrhosis  of  the  liver  or  of  thrombosis  of  the  portal  veins 
is  very  rare.  There  was  no  breach  of  surface  from  which  the 
blood  could  have  come — it  must  have  exuded  from  the  over-full 
capillaries  of  the  peritoneum.  The  softening  of  the  right  lobe  of 
the  liver  must  have  been  due  to  the  blood  supply  having  been  cut 
off.  To  the  naked  eye  it  appeared  that  the  liver  substance  was  in 
a  state  of  necrosis ;  but  with  the  microscope  I  could  not  find  any 
morbid  change  except  great  softening.  The  bright  yellow  colour 
was  probably  due  to  the  bile. 
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Owma  to  the  veiy  deep  interest  which  has  been  recently  aroused 
in  this  country  and  elsewhere,  both  in  the  minds  of  the  public  in 
general  and  of  the  medical  profession  in  particular,  by  an  important 
criminal  trial  for  wife-mnrder  in  which  I  happened  to  be  engaged 
as  the  principal  medical  witness,  I  think  it  desirable  to  bring  nnder 
the  notice  of  the  profession  the  chief  scientific  facts,  together  with 
such  other  points  in  the  evidence  as  seem  to  me  to  be  releyant  to  a 
consideration  of  the  medico-legal  aspects  of  the  case.  I  also  trust 
that  the  paper  I  now  bring  before  you  may  serve  the  purpose  of  a 
permanent  record,  and  consequently  in  order  that  it  may  become 
intelligible  to  those  of  my  future  readers  who  can  have  no  other 
means  of  becoming  acquainted  with  the  history  of  the  case  in  all 
its  bearings,  I  have  felt  compelled  to  introduce  many  matters  of 
evidence  of  a  non-medical  nature.  I  regret  that  in  doing  so 
the  present  article  has  assumed  proportions  far  beyond  either  my 
original  intention  or  desire. 

The  main  facts  of  the  case,  which  will  probably  be  most  familiar 
under  the  titie  of  the  '^  Cross  case,"  are  briefly  these :— • 

History  of  the  Case. — ^Mary  Laura  Cross,  wife  of  Surgeon-Major 
Philip  H.  E.  Cross,  of  Shandy  Hall,  Dripsey,  in  the  County  of  Cork, 
died  on  the  morning  of  June  2nd,  1887,  and  was  buried  at  6  80 
on  the  morning  of  June  4th. 

During  her  illness,  which  lasted  about  three  weeks,  she  was 
attended  chiefly  by  her  husband,  and  was  on  only  one  occasion 
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seen  by  another  medical  man,  nor  had  she  any  regular  nnrse,  being 
left  to  the  care  of  Mr.  Cross's  sister  and  the  servants  of  the  house. 
A  few  days  after  the  funeral  Mr.  Cross  went  to  England,  and 
returned  home  on  June  21st,  and  on  the  following  day  he  paid  a 
visit  to  the  house  of  a  Mrs.  CauMeld,  who,  owing  to  a  letter  that 
she  had  just  received,  accused  him  of  having,  during  his  absence, 
got  married  to  a  Miss  Skinner,  who  had  formerly  been  in  his 
employment  as  a  governess.  He  denied  the  accusation  and  went 
away.  He  again  left  home  on  the  24th  of  June,  and  returned  on 
the  26th,  bringing  with  him  Miss  Skinner,  as  his  acknowledged 
wife.  Suspicion  was  aroused,  and  owing  to  evidence  received  by 
the  authorities,  the  body  of  the  late  Mrs.  Gross  was  exhumed.  A 
post-mortem  examination  was  made,  which  proved  that  death  was 
not  due,  as  had  been  certified  by  Mr.  Cross,  to  typhoid  fever,  nor 
yet  to  heart  disease,  from  which  it  was  stated  that  she  sujffered, 
but  indications  of  irritant  poisoning  were  discovered.  An  analysis 
was  made  of  the  viscera,  which  disclosed  the  presence  of  arsenic  in 
poisonous  quantity,  and  also  a  small  amount  of  strychnin.  It  also 
became  known,  from  the  evidence  of  a  Miss  Jefferson,  that  the 
symptoms  presented  by  Mrs.  Cross,  during  her  late  illness,  corres- 
ponded with  those  of  arsenical  poisoning.  Mr.  Cross  was  arrested  on 
the  charge  of  murder,  and  was  tried  at  the  Munster  Winter  Assizes 
before  Judge  Murphy  and  a  special  jury.  The  trial,  which  com- 
menced  on  the  15th  of  December,  1887,  extended  over  four  days. 
The  prisoner  was  found  guilty,  and  was  sentenced  to  be  hanged, 
and  was  accordingly  executed  on  the  10th  of  January,  1888. 

In  dealing  with  the  consideration  of  my  subject,  two  methods 
of  treatment  suggested  themselves— viz.,  either  to  detail  the  various 
portions  of  the  case  and  discuss  it  as  a  whole,  or  else  to  comment 
on  each  part  separately,  according  as  it  is  related.  With  the  object 
of  making  myself  as  dear  as  possible,  I  have  chosen  the  latter 
method.  Whether  I  have  been  wise  in  my  choice  I  leave  to  your 
judgment. 

PaBt'-mcriem, — I  now  proceed  to  state  briefly  the  main  points 
observed  in  the  post-mortem  examination,  without  entering  into 
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unnecessary  detail,  nor  shall  I  mention  the  facts  in  the  exact  order 
in  which  they  were  observed. 

The  necropsy  was  made  in  the  Courthouse  of  Coachford  on 
July  21st,  1887— that  is,  seven  weeks  after  death. 

At  this  examination  I  had  the  assistance  of  Dr.  Timothy  Crowley, 
of  Coachford.  The  coffin  (an  oaken  one)  was  examined  and  found 
to  be  unbroken,  and  when  opened  the  body  was  identified  in  my 
presence.  It  was  clothed  in  a  white  garment,  inside  which  was 
placed  a  fiannel  swathe  encircling  the  abdomen ;  a  white  handker- 
chief passed  beneath  the  lower  jaw,  and  was  tied  over  the  vertex  of 
the  skull ;  the  deceased  had  also  on  a  pair  of  blue  stockings. 

The  body  was  fairly  nourished;  the  features  were  drawn;  a 
brownish  post-mortem  slime  was  issuing  from  the  nostrils  and 
mouth.  The  face  and  hands  were  covered  with  a  white  mould. 
Extensive  greenish  discoloration  was  present  on  the  abdomen, 
chest,  back,  and  left  side  of  neck.  The  dorsal  aspect  of  the  trunk 
and  limbs  exhibited  evidences  of  the  usual  cadaveric  ecchymoses. 
The  cuticle  had  separated  on  the  back  and  some  parts  of  the 
limbs.    No  external  marks  of  violence  were  discernible. 

The  internal  examination  showed  the  absence  of  any  evidences 
of  violence  to  the  lamyx,  trachea.  Sec  The  lungs  were  healthy, 
and  presented  the  usual  evidences  of  post-mortem  hypostasis  at  their 
posterior  borders.  The  left  pleural  cavity  contained  two  ounces  of 
a  post-mortem  effusion  of  blood-stained  serum,  while  the  right  held 
a  smaller  quantity.  The  heart  and  pericardium  were  found  to  be 
perfectly  natural,  the  right  cavities  being  moderately  full  of  blood, 
the  left  being  nearly  empty.  The  thoracic  viscera,  with  the  excep- 
tion of  the  larynx  and  trachea,  were  free  from  putrefactive  changes. 

The  examination  of  the  abdominal  cavity  showed  the  peritoneum 
to  be  quite  healthy.  The  omentum  was  healthy,  and  contained  a 
moderate  amount  of  fat.  The  intestines  were  moderately  distended 
with  gas.  All  the  organs  were  in  an  exceUent  state  of  preservation, 
the  stomach  and  intestines  presenting  as  fresh  an  appearance  as  if 
deceased  had  died  but  twenty-four  hours  previously.  The  only 
evidences  of  putrefaction  present  in  the  abdomen  were  found  on 
the  liver,  which  displayed  early  putrefactive  colour  changes,  and 
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had  a  considerable  portion  of  its  surface  stadded  with  Small  white 
spots,  due  to  the  post-mortem  deposition  of  phosphate  of  calcium ; 
the  gall-bladder  contained  a  small  amount  of  bile ;  the  spleen  and 
kidneys  were  healthy ;  the  bladder  was  empty ;  the  uterus  and 
ovaries  presented  a  healthy  appearance. 

I  shall  now  describe  the  appearances  found  on  examining  the 
interior  of  the  alimentary  canal.  There  was  nothing  peculiar  in  the 
mouth  or  pharynx.  The  lower  end  of  the  oesophagus  contained  a 
number  of  white  particles,  the  largest  being  the  size  of  a  small 
pin's  head;  towards  its  termination  in  the  stomach  the  mucous 
membrane  presented  a  number  of  oval  abrasions  about  ^  to  -^  of 
an  inch  in  length  ;  the  membrane  was  also  congested  throughout. 
The  stomach  contained  a  small  amount  of  slimy  mucus ;  also  a 
number  of  hard  white  particles,  some  of  which  were  free,  while 
others  were  partially  embedded  in  the  mucous  membrane ;  the 
mucous  membrane  itself  seemed  perfectly  healthy.  The  small 
intestines  were  coated  on  their  interior  in  many  places  with  patches 
of  slimy  mucus,  of  a  bright  yellow  colour ;  a  few  white  particles, 
similar  in  appearance  to  those  found  in  the  stomach,  were  present 
at  the  upper  end  of  the  duodenum.  The  coats  of  the  greater  portion 
of  the  duodenum,  and  adjacent  few  inches  of  the  jejunum,  showed 
extensive  congested  patches  of  a  bright  red  colour.  The  mucous 
membrane  of  these  portions  of  the  gut  was  swollen  and  injected ;  the 
remaining  portion  of  the  small  intestine  was  perfectly  healthy.  The 
large  intestines  were  healthy,  and  contained  only  a  small  quantity 
of  slimy  mucus  ;  no  f  sBces  were  present  in  any  portion  of  the  boweL 

Remarka  on  the  Post-mortem  Examination. — The  conditions  above 
described  clearly  indicated  that  deceased  had  not  died  of  typhoid 
fever,  as  certified  by  her  husband ;  the  condition  of  the  heart  and 
blood-vesselfl  also  proved  the  absence  of  any  organic  disease  of 
these  parts  that  would  account  for  death.  The  appearances  related 
as  being  present  in  the  alimentary  canal  clearly  must  have  resulted 
from  the  action  of  an  irritant,  and  it  was  evident  from  the  con- 
dition of  the  intestines  that  free  purging  of  a  bilious  character  must 
have  preceded  death.  From  the  condition  of  the  oesophagus,  and  the 
empty  state  of  the  stomach,  one  might  naturally  also  conclude  that 

2  D 
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vomiting,  probably  of  a  painful  character,  had  existed  during  life  ; 
and  the  remarkable  state  of  preservation  of  most  of  the  abdominal 
viscera  pointed  almost  certainly  to  arsenic  as  the  agent,  and  subse- 
quent analysis  proved  this  to  be  the  case. 

As  an  example  of  the  post-mortem  appearances  resulting  from 
arsenic,  the  case  presents  a  few  remarkable  features,  first  of  which 
may  be  mentioned  the  presence  of  congestion  and  abrasions  in  the 
oesophagus ;  and  second,  the  absence  of  any  of  the  usual  character- 
istic lesions  of  the  stomach.  With  regard  to  the  former,  Taylor 
("  On  Poisons  **)  states  that  '^  in  some  instances  the  mouth,  pharynx, 
and  gullet  have  been  found  inflamed ;  but  in  general  there  are  no 
appearances  in  this  part  of  the  alimentary  canal  to  attract  particular 
attention." 

In  Blyth  ("Poisons:  their  Effects  and  Detection*^  we  find  the 
following   paragraph: — '^The  inflammatory    and    other   changes 
rarely  affect  the  gullet.    Brodie  never  observed  inflammation  of  the 
oesophagus  as  an  effect  of  arsenic ;  but  when  arsenic  is  swallowed 
in  the  solid  state,  as  in  the  suicide  of  Soufliard,  graphically  described 
by  Orfila,  it  may  be  affected    In  Soufflard*s  case  there  was  a  vivid 
injection  of  the  pharynx  and  gullet."     That  arsenious  acid  was 
swallowed  in  the  solid  form,  in  the  case  I  am  detailing,  was  proved 
by  the  analysis.     On  the  other  hemd,  the  absence  of  any  character- 
istic appearances  in  the  stomach  is  by  no  means    uncommon. 
Several  cases  are  recorded  where  no  special  post-mortem  appearances 
in  any  of  the   organs  were  discovered.     In  Woodman  and  Tidy's 
work  on  "Forensic  Medicine  and  Toxicology"  (p.  188)  a  state- 
ment occurs — "That  the  more  gradual  the  poisoning  the  more 
manifest  is  the  action  of  the  poison  on  the  intestines,  and  the  less 
manifest  its  action  on  the  stomach."   With  regard  to  the  intestines, 
as  a  rule,  the  effects  of  arsenic  manifest  themselves  only  in  the 
duodenum  and  the  rectum,  though  in  some  instances  the  mucous 
membrane  of  the  small  intestine  has  been  inflamed  throughout.   In 
the  case  under  discussion  the  effects  were  apparent  in  the  duodenum 
and  a  small  part  of  the  adjoining  jejunum ;  the  mucous  membrane 
of  the  rectum  was  not,  I  regret  to  say,  minutely  examined,  the 
absence  of  fasces  merely  having  been  ascertained* 
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I  take  the  following  qnotation  from  Bljtli  (pp.  dt.y  p.  518) : — 
*^Wlieii  arsenions  acid  is  swallowed  in  substance  or  solution,  the 
most  marked  change  is  that  in  the  mucous  membrane  of  the 
stomach  and  intestines ;  and  even  when  the  poison  has  been 
absorbed  by  the  skin,  or  taken  in  any  other  way,  there  may  be  a 
very  pronounced  inflammatory  action.  On  the  other  hand,  this  is 
occasionally  absent.  Orfila  relates  a  case  in  which  a  man  died  in 
thirteen  hours  after  having  taken  twelve  grains  of  arsenious  acid — 
^The  mucous  membrane  of  the  stomach  presented  in  its  whole 
extent  no  trace  of  inflammation,  no  redness,  and  no  alteration  of 
texture/  Many  other  similar  cases  are  on  record;  and  accord- 
ing to  Harvey's  Statistics,  in  197  cases,  86  (about  18*2  per  cent.) 
presented  no  lesion  of  the  stomach." 

It  is  worthy  qf  note  that  the  Hver  presented  evidences  of  putre-i 
f  active  changes,  notwithstanding  that  it  contained,  as  will  be  shown, 
a  considerable  quantity  of  arsenic.  Taylor  {op.  ctV.)  states  that 
'^absorbed  arsenic  does  not  appear  in  all  cases  to  prevent  the 
decomposition  of  the  soft  organs  in  which  it  is  deposited."  The 
putrefactive  changes  found  in  this  organ  were,  however,  very  slight, 
considering  the  length  of  time  that  had  elapsed  since  death.  I 
may  here  mention  that  a  slight  amount  of  fatty  degeneration  was 
found  to  exist  in  this  organ  on  microscopical  examination.  This  is 
a  tolerably  common  result  of  slow  arsenical  poisoning. 

So  far  as  could  be  ascertained,  the  sub-endocardial  ecchymoses 
so  frequently  found  in  cases  of  slow  arsenical  poisoning,  were  not 
present,  though  I  think  it  quite  possible  that,  notwithstanding 
the  excellent  state  of  preservation  of  the  heart,  they  might  have 
become  effaced  even  if  present  at  death. 

As  relating  to  the  putrefactive  changes  present,  I  think  it  well 
to  mention  that  the  grave  where  deceased  was  interred  was  situated 
on  slightly  elevated  ground,  and  dug  to  the  usual  depth ;  the  soil 
consisted  of  ordinary  clay  of  a  somewhat  porous  nature ;  it  was 
quite  dry  when  seen  by  me — this,  of  course,  corresponded  with  the 
time  of  year  and  the  unnsuaQy  hot  and  dry  summer.  No  chemical 
examination  of  the  clay  was  made  for  arsenic,  as  would  have  been 
done  if  the  coffin  had  been  broken. 
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Ko  examination  was  made  of  the  contents  of  the  cranial  cavity — 
a  fact  which  I  am  disposed  to  think  might  readily  excite  some 
unfavourable  criticism.     It  is  only  right  to  state  that  I  alone  am 
responsible  for  this  omission,  as  Dr.  Crowley,  who  assisted  me  at 
the  post  mortem^  suggested  that  it  should  be  done.     The  following 
were  the  reasons  which  led  me  to  determine  that  it  was  unneces- 
sary:— 1.  Had  deceased  manifested  any  symptoms  indicative  of 
cerebral  affections  during  life,  I  think  it  certain  that  Mr.  Gross 
(whether  innocent  or  guilty)  would  have  indicated  the  fact  in  the 
death  certificate.     2.  The  appearances  present  in  the  alimentary 
canal  did  not  correspond  to  any  form  of  brain  affection.     3.  I  was 
satisfied  that  I  had  discovered  sufficient  causes  to  account  for 
death.     4.  Even  had  an  examination  of  the  brain  or  its  membranes 
revealed  the   existence  of    any  organic  disease,   the  undoubted 
evidences  of  irritant  poisoning  would  still  remain  unaccounted  for. 
Therefore,  while  I  freely  admit  it  would  have  been  advisable  to 
make  such  an  examination  at  the  time,  both  to  render  the  post 
mortem  more   complete   and   to   avoid  the  possibility  of  adverse 
criticism,  I  still  hold  that,  under  the  existing  circumstances,  such 
examination  was  not  a  matter  of  necessity.     It  may  here  be  men- 
tioned that  at  a  subsequent  period,  when  the  brain  was  removed 
(as  will  be  described  later  on),  no  coarse  pathological  appearances 
were  present ;  and  it  is  certain  that  no  minute  lesions  could  have 
been  discovered  at  the  time  the  first  exhumation  took  place,  owing 
to  the  histological  changes  which  must  inevitably  have  occurred 
during  the  interval  between  death  and  the  date  of  examination-— 
viz.,  forty-nine  days. 

Analysis. — The  stomach  and  attached  portion  of  the  small 
intestine,  which,  along  with  the  lower  end  of  the  oesophagus,  were 
contained  in  a  sealed  and  stoppered  glass  vessel,  were  first  ex- 
amined.. The  stomach  contained  one  drachm  of  mucus,  but  no 
food.  Several  white  particles  were  found  all  over  the  mucous 
membrane ;  some  of  these  were  free,  others  attached,  or  partly  em- 
bedded in  the  membrane;  some  of  them  were  distinctly  hard,  others 
not  so.  The  majority  of  the  particles  were  smaller  than  an  ordinary 
pin's  head.    A  few  of  these  were  removed|  dried  over  a  water-batbj 
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and  then  heated  in  a  subliming-cell ;  they  yielded  a  small  crystal- 
line sublimate  of  arsenious  acid.  A  few  others  were  treated  by 
the  reduction  test,  and  yielded  a  faint  ring  of  metallic  arsenic. 
Some  more  of  these  particles  were  dissolved  in  distilled  water  and 
hydrochloric  acid,  and  were  treated  by  Reinsch's  process,  and 
yielded  a  deposit  of  metcdlic  arsenic,  which,  on  being  sublimed, 
gave  crystals  of  arsenious  acid.  The  interior  of  the  stomach  and 
duodenum  were  scraped  with  glass;  these  scrapings  were  dried 
with  a  gentle  heat  over  a  water-bath,  and  were  further  placed  to 
dry  in  vacuo.  Particles  similar  to  those  in  the  stomach  were 
present  in  the  lower  end  of  the  gullet;  these,  on  analysis,  were 
also  found  to  contain  arsenic.  Portions  of  the  coats  of  the  stomach 
and  duodenum  were  separately  treated  by  Reinsch's  method  and 
found  to  contain  arsenic ;  these  viscera  were  then  carefully  dried 
and  set  aside  for  further  analysis.  The  liver,  spleen,  and  right 
kidney  were  contained  in  a  large  sealed  glass  vessel ;  the  bloody 
fluid  contained  in  this  vessel,  which  had  exuded  from  the  contained 
organs,  was  tested  by  Reinsch's  method,  and  was  found  to  contain 
arsenic  in  considerable  quantity.  Portions  of  the  liver,  kidney 
and  spleen  were  each  separately  tested  by  Reinsch's  process  and 
found  to  contain  arsenic — ^the  liver  in  largest  amount,  the  kidney, 
in  smaller  quantity,  while  the  spleen  contained  only  a  trace.  The 
pieces  of  copper  employed  in  Reinsch's  process  when  testing  the 
liver  and  kidney,  were  heated  separately  in  subliming  tubes,  and 
yielded  sublimates  which,  under  the  microscope,  were  found  to 
consist  of  distinct  crystals  of  arsenious  acid.  The  tubes  employed, 
along  with  those  used  in  some  of  the  above  tests,  were  sealed, 
labelled,  carefully  preserved,  and  were  subsequently  produced  in 
court.  A  portion  of  the  liver  was  divided  in  small  pieces  and 
placed  to  dry  in  a  water-bath. 

The  dried  scrapings  from  the  stomach,  along  with  this  organ 
and  the  duodenum,  were  divided  into  two  portions^-^one  part  being 
employed  for  the  quantitative  estimation  of  arsenic,  while  the 
other  portion  was  treated  with  acidulated  alcohol,  for  the  extrac- 
tion of  alkaloids.  The  first  portion  was  placed  in  a  fiask  of  pure 
hydrochloric  acid,  and  distilled  with  the  heat  of  a  sand-bath ;  when 


422  The  Coachford  Poisoning  Case. 

all  the  acid  had  come  over,  the  residue  was  again  drenched  with 
a  further  quantity  of  pure  hydrochloric  add,  and  distilled  until  left 
in  a  dry  condition — the  dried  residue  being  subsequently  examined 
for  fixed  metaUic  poisons.  The  acid  distillate  was  divided  into 
two  portions ;  one-fourth  was  introduced  into  a  modified  form  of 
Marsh's  apparatus  (the  purity  of  which,  as  well  as  that  of  the 
materials  employed,  had  been  previously  ascertained)  and  proved 
to  contain  arsenic.  The  remaining  three-fourths  was  rendered 
free  from  organic  matter ;  a  current  of  pure  sulphuretted  hydrogen 
was  passed  through  it  for  some  hours ;  the  precipitate  of  sulphide 
of  arsenic  was  subsequently  collected,  dried,  and  weighed,  and  an 
estimate  formed  of  the  amount  of  arsenious  acid  present  in  the 
entire  organs — namely,  the  stomach  and  duodenum ;  this  estimate 
amounted  to  1*74  grains.  The  portion  of  the  stomach  and  duo- 
denum and  their  contents,  which  was  treated  by  a  modified  form  of 
Stas'  process,  yielded  a  final  extract,  which  was  distinctly  and 
persistently  bitter,  and  when  subjected  to  spontaneous  evaporation 
gave  a  small  crystalline  residue,  which  yielded  the  colour  reaction  of 
strychnin  in  the  most  distinct  manner,  and  formed  with  chromate 
of  potassium  characteristic  microscopic  crystals  of  strychnin 
chromate. 

Portion  of  the  small  intestines  was  examined  by  Beinsch's  process 
and  found  to  contain  arsenic.  One-fifth  of  the  entire  liver,  which 
had  been  previously  dried,  was  extracted  with  hydrochloric  acid, 
and  the  arsenic  was  weighed,  as  in  the  case  of  the  stomach,  as  a 
sulphide ;  the  result  of  approximate  estimation  indicated  that  this 
organ  contained  1-28  grains  of  arsenic ;  thus  the  total  amount  of 
arsenic  estimated  amounted  to  3*02  grains.  This  being  a  poisonous 
quantity,  it  was  not  thought  necessary  to  make  any  quantitative 
estimation  of  the  arsenic  contained  in  the  remaining  viscera,  more 
especially  as  they  were  preserved  with  the  object  of  obtaining 
from  them,  if  possible,  an  additional  quantity  of  strychnin. 

It  may  be  well  here  to  mention  that  in  my  evidence  at  the 
magisterial  inquiry,  and  also  in  the  report  which  I  furnished,  I 
stated  that  the  liver  contained  over  three  grains  of  arsenic,  and  I 
think  it  only  fair  to  myself  to  afford  an  explanation  of  how  this 
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mistake  arose.  At  the  period  during  which  I  was  conducting  the 
analysis  I  was  also  acting  as  one  of  the  Sectional  Secretaries  to 
the  British  Medical  Association,  and  was  at  the  same  time  nmking 
private  arrangements  to  leave  town  on  my  annual  holiday.  The 
quantitative  analysis  of  the  stomach  and  duodenum  was  completed 
on  July  27th;  that  of  the  liver  on  the  28th;  the  search  for 
alkaloids  was  ended  on  the  29th;  the  examination  for  other 
metallic  poisons  took  place  on  Saturday,  the  80th.  On  that  night, 
in  addition  to  a  large  amount  of  other  writing,  I  wrote  a  full  report 
on  the  pogt'tnortem  examination ;  and  thus,  owing  to  the  pressure 
on  my  time,  1  was  compelled  to  write  my  analytical  report  on  the 
night  of  Sunday,  the  81st,  as  it  had  to  be  handed  in  early  on  the 
following  morning.  •  Unfortunately,  when  I  came  to  do  it,  I 
found  that  my  notes  on  the  quantitative  portion  of  the  analysis 
(which  were  on  a  separate  sheet  of  paper  from  the  rest)  had  been 
left  in  my  private  room  at  the  College  where  the  analysis  had  been 
made.  I  therefore  had  to  trust  partially  to  memory ;  and  as  the 
liver  was  the  last  of  the  organs  which  I  had  been  engaged  at,  and 
as  I  was  impressed  with  the  idea  that  it  contained  a  large  amount 
of  the  poison,  and,  moreover,  I  had  the  quantity  (three  grcuna) 
firmly  fixed  in  my  mind,  I  wrote  the  words — "  This  organ,  which 
was  specially  subjected  to  quantitative  analysis,  contained  over 
three  grains,"  instead  of  the  words — ^'  The  organs,  which  had  been 
specially  subjected  to  quantitative  analysis,  together  contained 
over  three  grains."  The  following  morning  (Monday,  Aug.  1)  I 
was  so  busily  engaged  up  to  the  time  the  magisterial  investigation 
took  plac&^viz.,  10  a.m.,  in  seeing  my  patients,  that  I  had  not  a 
moment  to  go  to  the  College  for  the  missing  portion  of  my  notes. 
This  I  certainly  would  have  done,  even  at  the  greatest  incon- 
venience, were  it  not  that  I  placed  (as  it  appears)  too  much 
reliance  on  my  own  memory.  In  giving  my  evidence. before  the 
magistrate,  as  I  was  examined  from  my  report,  I  naturally  repeated 
my  mistake,  and  after  signing  my  deposition  I  almost  immediately 
left  for  Dublin,  as  the  meeting  of  the  British  Medical  Associa- 
tion was  to  commence  the  following  day.  After  the  Dublin 
meeting  terminated  I  went  on  my  holiday,  of  which  I  stood  in 
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much  need,  and  returned  to  Cork  on  August  the  22nd.  As,  how- 
ever, I  entertained  no  doubt  of  the  correctness  of  the  evidence  I 
had  given,  I  never  became  aware  of  my  blunder  until  I  was 
looking  up  my  notes  a  short  time  before  the  trial.  The  moment 
I  discovered  the  mistake  I  immediately  acquainted  the  Crown 
Solicitor  with  the  fact,  who  served  notice  to  a  similar  effect  on  the 
prisoner's  solicitor. 

At  the  trial  (as  was  most  natural)  counsel  for  the  defence  sought 
to  make  the  most  out  of  this  error,  and  quoted  the  following 
passage  from  Wormley  on  "  Micro-Chomistry  of  Poisons,"  p.  299 : — 
**  Absorbed  arsenic  is  deposited  to  a  greater  or  less  extent  in  all 
the  soft  tissues  of  the  body,  and  any  of  these  may  be  made  the 
subject  of  analysis.  The  greatest  relative  quantity,  however,  is 
usually  found  in  the  liver.  The  absolute  quantity  thus  found, 
even  under  the  most  favourable  circumstances,  rarely  exceeds  a 
grain  in  weight."  From  this  he  endeavoured  to  make  the  jury 
believe  that  anyone  who  could  be  so  ignorant  as  to  make  a  state- 
ment to  the  effect  that  a  human  liver  contained  three  grains  of 
arsenic  was  unworthy  of  any  confidence,  and  that  consequently 
they  were  to  disregard  the  entire  of  my  evidence.  Now  I  think  it 
will  be  readily  conceded  by  medical  men  that  this,  as  I  shall 
endeavour  to  show,  by  no  means  implies  the  absence  of  an  extensive 
knowledge  of  toxicology ;  for  we  may  search  throughout  the  works 
of  Cbristison,  Taylor,  and  Blyth,  on  Poisons,  and  the  standard 
work  on  Medical  Jurisprudence  by  Taylor,  and  that  by  Woodman 
and  Tidy,  and  not  find  a  single  statement  in  any  of  them  that 
would  justify  us  in  arriving  at  a  conclusion  on  the  subject.  It  is 
only  by  looking  over  the  records  of  a  large  number  of  analyses 
that  one  would  obtain  any  reasonable  idea  of  the  quantities  of  the 
various  poisons  that  are  usually  present  in  the  individual  organs 
after  poisoning  has  occurred ;  and  these  quantities  will  necessai'ily 
vary  enormously  in  different  cases  according  to  the  dose  adminis- 
tered, and  a  number  of  other  circumstances  which  it  is  unnecessary 
to  mention.  Of  course  in  any  given  case  an  analyst  would  merely 
give  a  statement  of  his  own  results ;  and,  whatever  be  the  quantity 
of  poison  found  by  him,  it  would  be  his  duty  to  state  it  irrespective 
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of  the  results  obtained  by  others  in  any  number  of  other  cases. 
Therefore,  I  trust  I  have  said  sufficient  to  convince  my  hearers  that 
a  statement  to  the  effect  that  a  human  liver  contained  three  grains 
of  arsenic,  did  not  necessarily  indicate  that  the  person  who  made  it 
was  deficient  in  toxicological  knowledge. 

In  the  work  of  Worraley,  just  referred  to,  in  speaking  of  the 
quantity  of  arsenic  present  in  the  liver,  the  following  passage 
occurs : — ^'  According  to  the  observations  of  Dr.  Grcoghegan,  this 
organ  usually  receives  its  greatest  quantity  in  about  fifteen  hours 
after  the  poison  has  been  taken,  when  it  may  contain  as  much  as 
two  grains."  I  regret  that  I  have  been  unable  to  discover  any 
record  of  the  observations  on  which  this  statement  is  based ;  accept- 
ing it,  however,  as  being  correct,  while  I  readOy  admit  that  there 
is  no  recorded  instance  of  such  a  quantity  as  three  grains  having 
been  found  in  the  liver,  still  I  feel  bound  to  maintain  that  no  one 
can  deny  the  possibility  of  such  an  occurrence  under  exceptional 
circumstances. 

The  statement  of  Dr.  Geoghegan  goes  to  show  that  from  the 
large  quantity  of  arsenic  present  in  the  liver  of  Mrs.  Cross,  we  may 
arrive  at  the  opinion  that  the  last  dose  of  the  poison  in  her  case 
must  have  been  administered  or  taken  at  a  comparatively  short 
period  before  death — ^probably  within  twenty-four  hours. 

The  additional  points  in  the  analysis  which  seem  to  call  for 
special  observation  are  the  following : — ^The  presence  of  arsenious 
acid  in  the  alimentary  canal,  in  solid  form,  was  a  proof  that  some» 
if  not  the  entire,  of  this  poison  had  been  taken,  or  administered,  in 
an  undissolved  state.  The  white  particles  described  as  being  present 
in  the  stomach  and  elsewhere,  in  addition  to  arsenic,  contained 
organic  matter  and  the  usual  post'tnortem  deposits  of  lime  salts. 
The  bright  yellow  colour  of  the  contents  of  the  small  intestines  is 
to  be  attributed  both  to  the  presence  of  bile  and  to  the  partial 
conversion  of  arsenious  acid  into  the  yellow  sulphide  of  arsenic. 

The  purity  of  all  the  materials  was  carefully  determined,  both 
before  and  after  the  performance  of  the  various  experiments,  and 
Reinsch's  process  was  selected  as  a  general  preliminary  test,  because 
of  the  ease  with  which  it  may  be  applied,  and  when  carried  out 
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with  due  precautione  and  verified  by  the  production  of  a  crystalline 
sublimate,  it  is  absolutely  characteristic  and  beyond  all  possibility 
of  error. 

It  may  be  said  that  the  method  of  quantitative  analysis  employed 
was  somewhat  old-fashioned ;  no  doubt  this  is  the  case,  but  all 
chemists  are  agreed  that  it  gives  results  almost  as  satisfactory  as 
any  other,  and  is  therefore  still  in  favour  with  many.  Had  I  the 
appliances  all  ready  at  the  time  of  making  the  analysis,  I  would 
probably  have  selected  Bloxam's  method  in  preference,  as  being 
more  cleanly  and  easier  of  application. 

Owing  to  the  fact  that  strychnin  in  emaU  quantity  had  been 
detected  in  the  stomach,  it  became  a  most  important  matter  for 
evidence  to  discover,  if  possible,  whether  this  substance  had  been 
taken  or  administered  in  poisonous  quantity  ;  therefore  I  preserved 
for  subsequent  examination  those  portions  of  the  viscera  that  were 
not  used  up  in  the  analysis  I  have  already  described ;  and  on  my 
return  home  I  made  application  to  the  authorities  to  have  the  body 
of  Mrs.  Cross  re-ezhumed.  The  necessity  for  doing  so  is  well  set 
out  in  the  following  passage  from  Blyth  *^  On  Poisons ''  (p.  320) : — 
'^  Should  search  be  made  for  minute  portions  of  strychnin  in  the 
tissues,  considering  the  small  amount  of  the  poison  which  may 
produce  death,  it  is  absolutely  necessary  to  operate  on  a  very 
large  quantity  of  material.  It  would  be  advisable  to  take  the 
whole  of  the  liver,  the  brain,  spinal  cord,  spleen,  stomach, 
duodenum,  kidneys,  all  the  blood  that  can  be  obtained,  and  a  con- 
siderable quantity  of  muscular  tissue,  so  as  to  make  in  all  about 
one-eighth  to  one-tenth  of  the  whole  body.  This  may  be  cut  up 
into   small  pieces,  and  boiled  in  capacious  flasks  with  alcohol, 

acidified  with  acetic  acid It  is  only  by  working  on  this 

large  scale  that  there  is  any  probability  of  detecting  absorbed 
strychnin  in  those  cases  where  only  one  or  two  grains  have 
destroyed  life,  and  even  then  it  is  possible  to  miss  the  poison." 

Accordingly,  having  obtained  the  desired  permission,  the  body 
was  again  exhumed  on  the  morning  of  August  2drd,  when  I 
removed  the  heart,  lungs,  remaining  kidney,  brain,  and  a  large 
mass  of  muscle  from  the  thigh.    I  may  here  remark,  in  passing, 
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that  notwithstanding  the  prey  ions  exposure,  the  body  presented 
very  litUe  additional  evidence  of  putrefactive  changes  than  those 
present  at  the  time  of  the  first  exhmnation,  the  flesh  from  the  thigh 
being  of  a  bright  red  coloor,  and  as  free  from  putrefaction  as  if 
death  had  only  occurred  twenty-four  hours  previously.  All  the 
parts  now  removed,  together  with  those  preserved  from  the  former 
chemical  examination,  were  carefully  treated  by  a  modified  form  of 
Stas'  process  for  the  separation  of  strychnin,  with  the  result  that 
slightly  less  than  the  one-hundredth  of  a  grain  was  obtained  in  a 
crystalline  form. 

Since  the  occurrence  of  the  Cross  trial,  the  statement  has  been 
made,  both  in  articles  which  appeared  in  journals,  some  of  which 
were  of  a  scientific  nature,  and  in  the  letters  of  some  correspon- 
dents, that  strychnin  is  a  substance  which  undergoes  rapid  destruc- 
tion in  dead  bodies ;  such  a  statement  is  quite  erroneous.  I  again 
quote  from  Dr.  Blyth's  work : — '^  At  one  time  it  was  believed  that 
strychnin  might  be  destroyed  by  putrefaction,  but  the  question  of 
the  decomposition  of  the  poison  in  putrid  bodies  may  be  said  to  be 
settled.  So  far  as  all  evidence  goes,  strychnin  is  an  extremely 
stable  substance,  and  no  amount  of  putrescence  will  destroy  it. 
M'Adam  found  it  in  a  horse  a  month  after  death,  and  in  a  duck 
eight  weeks  after;  Nunneley  in  fifteen  animals  forty-three  days 
after  death,  when  the  bodies  were  much  decomposed ;  Roger  in  a 
body  after  five  weeksl  interment;  and,  lastly,  Richter  in  putrid 
tissues  exposed  for  eleven  years  to  decomposition  in  open  vessels." 

A  number  of  my  critics,  and  several  of  my  best  friends,  have 
remarked  that  it  was  strange,  in  a  criminal  case  of  such  grave 
impoitance,  that  I  did  not  seek  the  assistance  of  a  second  analyst, 
more  especially  as  this  was  the  first  case  of  arsenical  poisoning  in 
the  human  subject  which  I  had  an  opportunity  of  investigating. 
Now,  I  am  quite  willing  to  admit  that,  as  a  rule,  it  would  be 
advisable  in  all  cases  where  the  life  of  a  human  being  is  at  stake 
to  have  two  skilled  experts  employed,  but  this,  I  submit,  is  a 
matter  for  the  State  to  determine. 

There  is  no  doubt  that  the  presence  of  a  second  expert  would 
greatly  lighten  the  burden  of  responsibility  and  divide  the  distri- 
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bution  of  counseFs  abuse,  though  the  latter  is  a  matter  of  insignifi 
cance.  But  in  this  instance  (owing  to  its  being  the  first),  had  I 
asked  for  assistance,  in  all  probability  the  Crown  would  have 
handed  the  work  over  to  some  one  who  would  be  willing  to  under- 
take the  entire  responsibility ;  and  in  any  case  unfriendly  critics 
would  say  that  I  must  have  felt  myself  incompetent  for  the  duty, 
and  would  therefore  give  all  the  credit  of  the  work  to  my  confrere. 
It  may  be  well  further  to  point  out  that  I  have  been  engaged  more 
or  less  for  the  past  twelve  years  in  chemical  studies  and  pursuits, 
a  considerable  portion  of  which  were  of  a  physiological  nature ; 
£hat  I  acted  as  assistant  to  my  predecessor,  the  late  Dr.  O'KeefTey 
in  preparing  experiments  for  his  class,  and  in  numerous  oi^nic 
analyses ;  that  since  my  appointment  as  Lecturer  on  Medical  Juris- 
prudence in  the  Queen's  College,  I  have  repeatedly  extracted 
poisons  of  different  kinds  from  the  bodies  of  various  animals  and 
organic  mixtures ;  that  I  have  made  it  a  regular  custom  to  perform 
for  my  class  the  experiment  of  extracting  arsenic  from  portions  of 
bodies  taken  from  the  dissecting-room,  into  which  this  substance 
has  been  injected  for  the  purposes  of  preservation ;  that  there  is 
absolutely  no  difference  whatsoever  to  be  observed  in  the  process  of 
extracting  poisons  from  human  viscera  and  that  employed  when 
dealing  with  other  organic  matter ;  and  finally,  that  arsenic  is  one 
of  the  most  easily  separated  and  readily  demonstrable  of  all  poisons. 
Therefore,  the  observation  of  counsel  that  somebody  who  had  pre- 
viously extracted  arsenic  from  the  body  of  a  person  who  died  from 
the  effects  of  this  poison  should  have  been  employed,  goes  for 
absolutely  nothing ;  and  I  think  it  is  not  to  be  much  wondered  at 
that  I  felt  under  no  need  of  any  assistance.  On  cabnly  reviewing 
the  whole  matter,  with  the  knowledge  now  at  my  disposal,  while  it 
is  possible  (now  that  I  trust  my  competency  might  not  be  so  much 
questioned)  that  if  a  future  case  arose  I  might  apply  for  some  aid, 
still,  if  the  whole  circumstances  were  to  occur  over  again,  I  should 
undoubtedly  act  in  precisely  the  same  manner  as  I  have  done. 

Symptoms  during  Life, — Very  distinct  evidence  was  produced 
to  show  that  the  late  Mrs.  Cross  presented  well-marked  symptoins 
of  arsenical  poisoning  during  life.     Thus,  it  was  sworn  by  Dr. 
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Godfrey  that  he  saw  her  eight  or  ten  days  before  death,  that  she 
seemed  to  be  suffering  from  a  bilious  attack,  and  had  a  damp 
handkerchief  round  her  forehead ;  he  was  satisfied  she  was  not 
suffering  from  typhoid  fever.  She  was  seen  by  Mrs.  Caulfield  on 
May  25th,  and  was  then  suffering  f/om  vomiting,  thirst,  and 
diarrhoea ;  but  the  chief  evidence  was  that  of  a  Miss  Jefferson — a 
friend  of  the  deceased — who  was  staying  on  a  visit  in  the  house, 
and  who  was  enabled  to  give  a  very  accurate  account  of  the  symp- 
toms from  notes  she  had  made  in  her  diary.  This  lady  swore  that 
Mrs.  Cross  was  ill  and  confined  to  bed  on  the  10th  and  11th  of  May ; 
she  seemed  to  have  an  attack  and  spasm  of  the  heart,  with  cramps, 
sick  vomiting,  and  diarrhoea.  She  was  suffering  in  a  similar  way  on 
the  Idth  and  14th,  and  again  on  the  16th  and  17th.  She  was  better 
on  the  18th,  and  went  for  a  walk,  drove  to  church  on  the  19th,  and 
took  dinner  with  the  family  on  that^day.  She  was  ill  again  on  the 
20th  and  21st,  had  pain  in  the  upper  part  of  her  stomach,  or  heart, 
i^ith  vomiting  and  diarrhoea,  and  was  drowsy.  On  the  22nd  she 
was  better,  and  went  into  the  garden.  This  was  the  last  time  she 
was  out.  She  was  very  ill  in  bed  on  the  24th,  with  vomiting  and 
diarrhoea.  She  had  the  same  symptoms,  but  in  a  worse  form,  on 
the  26th,  which  alarmed  the  witness.  On  the  27th  she  complained 
of  great  pain  in  the  forehead,  and  the  eyes  became  affected  ;  they 
seemed  irritated  and  inflamed,  and  she  complained  that  she  could 
not  see  things  at  a  distance  distinctly,  and  could  not  see  to  read 
or  write.  On  the  29  th  she  was  very  ill  with  the  same  symptoms 
as  before,  but  much  weaker.  The  same  symptoms  were  present, 
to  a  greater  or  lesser  extent,  on  the  30th  and  31st,  and  the  1st  of 
June ;  but  she  was  gradually  getting  weaker,  and  was  frequently 
drowsy ;  and  it  appears  that  she  died  either  on  the  night  of  the  1st 
or  on  the  morning  of  the  2nd  of  June.  Her  head  seemed  clear,  and 
she  was  quite  intelligent,  being  able  to  describe  her  state  and  to 
express  her  wishes.  Miss  Jefferson,  at  an  early  period  of  Mrs. 
Cross's  illness,  saw  her  getting  a  dose  of  what  was  said  to  be 
gentian ;  this  appeared  to  make  her  sick*  She  also  saw  Mr.  Cross 
give  her  chlorodyne,  which  seemed  to  make  her  very  drdwsy  and 
stupid.    Evidence  of  a  similar  natore  regarding  her  symptoms  was 
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given  bj  the  senrants  of  the  house ;  one  of  whom  (Mary  Buckley) 

«wore  on  one  occasion  she  saw  Mr.  Cross  taking  np  some  chicken 
broth ;  she  saw  Miss  Cross  on  varions  occasions  taking  up  sago, 
bread  and  milk,  &c.  She  had  often  heard  Mrs.  Cross  conoiplain  of 
her  heart  preyiouslj  to  her  late  illness,  and  had  seen  her  stop  and  put 
her  hand  to  her  heart  when  going  np  stairs,  as  if  she  was  panting. 
On  the  night  of  Mrs.  Cross's  death,  when  sleeping  in  a  room  with 
two  other  servants,  she  awoke  suddenly  and  heard  Mrs.  Cross 
screaming,  as  if  in  pain  ;  this  lasted  four  or  five  minutes. 

Mary  Magrath  (housemaid)  attended  on  Mrs.  Cross  during  her 
late  illness ;  she  saw  her  get  on  different  occasions,  in  addition  to 
drinks,  sago,  corn-flour,  and  chicken  broth.     On  one  occasion  she 
saw  Mr.  Cross,  a  few  days  before  death  occurred,  give  her  a  dose 
of  chlorodyne ;  this  was  taken  from  a  bottle  on  the  mantel-piece, 
and  Mr.  Cross  poured  it  into  a  minim  glass,  which  he  did  not 
flU.     This  dose  made  her  vomit  just  after  taking  it.    She  (Mrs. 
Cross)  said  it  made  her  sick,  and  she  wished  she  had  not  taken  it. 
The  witness  also  swore  that  deceased  was,  owing  to  the  condition 
of  her  eyes,  unable  to  read  her  letters  on  one  day ;  that  she  suffered 
from  vomiting,  diarrhoea,  and  pains  in  the  region  of  her  heart ; 
that  she  was  almost  continuously  vomiting  for  the  two  or  three 
days  immediately  preceding  death ;  that  the  vomited  matter  was 
yellow  or  greenish-yellow.     This  witness,  in  addition,  stated  that 
she  saw  Mrs.  Cross  (previously  to  her  late  illness)  get  fits  on  three 
occasions ;  she  got  stiff,  clashed  her  teeth  together,  used  to  fall 
down  and  complain  of  her  heart.    These  attacks  lasted  about  t«n 
minutes,  when  her  mistress  was  again  able  to  get  about.     Evidence 
was  also  given  that  Mrs.  Cross  was  supplied  with  various  drinks — 
e,g,y  toast-water,  lemonade,  &c.     Any  additional  points  in  the 
evidence  which  are  necessary  for  my  purpose  I  shall  refer  to  later 
on. 

•  Now,  from  the  evidence  above  detailed,  more  especially  that 
of  Miss  Jefferson,  it  seems  clear  to  me  that  we  may  deduce  the 
following : — 1.  That  the  late  Mrs.  Cross  presented  during  life  ver^ 
well-marked  and  unmistakable  symptoms  of  slow  arsenical  poison-> 
ing.     2.    That  from  the  distinct  intervals  of  remission  which 
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occurred,  followed  by  a  return  of  the  symptoms  with  increased 
severity,  it  appears  that  the  ilbiess  was  due  to  several  successive 
and  increasing  doses  of  the  poison.  8.  That  it  is  impossible  to 
conceive  that  any  medical  man  could  be  under  the  impression  that 
this  was  a  case  of  typhoid  fever. 

A  large  number  of  bottles  and  packets  were  removed  from  the 
surgery  of  Mr.  Cross  immediately  after  his  arrest ;  several  of  these 
were  specially  selected  and  submitted  to  me  for  chemical  examina- 
tion. Amongst  them  were  three  packets,  marked  '^  Dog  Poison," 
which  contained  strychnin  in  a  crystalline  and  almost  absolutely 
pure  state ;  the  largest  of  these  held  over  86  grains.  There  were 
five  bottles  containing  tartar  emetic  in  variable  quantities,  and 
there  was  a  1-oz.  bottle  marked  ^  Fowler^s  Solution  of  Arsenic- 
dose,  3  to  5  drops ;"  this  bottle  contained  three  drachms  and  twenty 
minims  of  Fowler's  Solution.  I  may  here  mention  that  it  was 
ascertained  from  the  chemist  who  supplied  this  bottle  to  Mr.  Cross 
that  it  had  been  got  a  considerable  time  before  his  wife's  death ; 
that  the  bottle  was  only  half  filled  in  order  that  it  might  be  the 
more  convenient  for  dropping.  Thus  it  would  appear  that  only  forty 
minims  had  been  taken  from  the  bottle — t.e.,  a  quantity  equivalent 
to  one-third  of  a  grain  of  arsenious  acid.  These  facts  might  have 
been  produced  in  evidence  if  it  was  thought  advisable  to  do  so. 
Amongst  the  remaining  articles  examined  was  a  bottle  of  Brown's 
Chlorodyne,  about  two-thirds  full,  and  a  broken  minim  measure, 
which  was  taken  from  the  mantel-piece  in  Mrs.  Cross's  bed-room, 
and  which  contained  a  trace  of  chlorodyne.  It  is  unnecessary  to 
refer  to  the  contents  of  the  various  other  bottles. 

Evidence  was  given  by  Mr.  Kiloh  (chemist)  that  Mr.  Cross 
purchased  on  September  2nd,  1886,  1  lb.  of  white  arsenic,  for  the 
purpose  of  sheep-dipping.  The  witness  was  unable  to  say  whether 
on  this  occasion,  owing  to  the  purchaser  being  a  surgeon,  the 
arsenic  had  or  had  not  been  mixed  with  soot  or  indigo. 

Sergeant  Higgins  deposed  that  he  was  in  charge  of  the  prisoner 
on  the  first  day  of  the  magisterial  inquiry,  which  took  place  on 
August  1st,  and  that  in  a  conversation  which  took  place  between 
the  prisoner  and  his  sister  he  overheard  the  following,  of  which  he 
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made  a  note  at  the  time : — Mr.  Cross  asked  bis  sister,  <'  Did  you 
see  the  two  little  bottles  about  the  length  of  my  finger  ?  "  She 
answered,  '*  Yes,  yes ;  I  destroyed  them  with  the  other  things." 
He  added,  '^  With  the  white  powder  in  them  ?  "  And  she  again 
said,  ''  Yes,  yes ;  I  destroyed  them  with  the  other  things." 

The  Case  for  the  Crown, — ^This,  it  may  be  briefly  stated,  was 
that  Mr.  Cross  had  acquired  a  passion  for  his  governess,  and  had 
actually,  on  more  than  one  occasion,  occupied  the  same  bed-room 
with  her  in  a  hotel  in  Dublin ;  that,  in  consequence,  he  had  become 
more  than  indifferent  to  his  wife ;  that  he  resolved  to  get  rid  of 
her,  and  did  so  by  slowly  poisoning  her  with  arsenic ;  and  at  the 
end,  owing  to  impatience,  he  hastened  her  death  either  by  the 
administration  of  strychnin  or  by  violent  means.  It  was  also 
shown  that  he  prepared  her  friends  beforehand  for  the  probability 
of  hearing  of  her  sudden  death  ;  that  he  gave  a  false  account  of 
her  symptoms,  a  false  certificate  of  death,  with  variable  accounts 
to  her  relatives  and  others  as  to  the  precise  cause — at  one  time 
saying  it  was  stoppage  of  the  heart,  and  at  another  angina  pectoris, 
having  previously  certified  and  stated  it  was  typhoid  fever.  He 
hurried  on  the  funeral,  had  communication  with  Miss  Skinner  about 
the  time  of  his  wife's  death,  got  married  to  this  lady  shortly  after, 
and  would  have  kept  the  marriage  secret  but  for  the  letter  received 
by  a  neighboiu*. 

Now  it  appears  to  me  that  there  were  various  important  points 
in  the  case  which  counsel  for  the  Crown  failed  to  bring  forward ; 
some  of  these  I  shall  now  briefly  mention: — 1.  No  attempt  was 
made  to  show  that  all  the  facts,  as  detailed  in  evidence,  were  con- 
sistent with  the  administration  of  strychnin  at  the  close  of  the 
tragedy ;  that  such  might  have  been  done  I  shall  presently  endea- 
vour to  prove.  2.  No  comment  was  made,  which  to  me  seems 
most  remarkable,  on  the  absence  of  arsenic  (with  the  exception  of 
the  small  quantity  of  Fowler's  Solution  previously  referred  to) 
from  the  collection  of  articles  taken  from  Mr.  Cross's  surgery.  3. 
Although  I  stated  in  my  examination  that  the  administration  of  a 
narcotic  would  have  the  effect  of  diminishing  or  preventing  the 
painful  symptoms  which  arsenic  might  cause,  and  there  was  dis- 
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tinct  proof  of  the  frequent  recurrence  of  drowsiness  and  of  the 
administration  of  chlorodjne*  counsel  failed  to  catch  the  idea  that 
the  latter  was  evidently  administered  with  this  express  object. 
Some  additional  pointa  will  be  referred  to  when  dealing  with  the 
subject  of  the  defence. 

The  Deftnce, — ^This  was  of  a  singularly  weak  nature,  and  might 
be  said  to  consist  altogether  of  two  very  eloquent  speeches  by 
counsel,  which  contained  a  good  deal  of  matter  foreign  to  the  evi- 
dence, a  large  number  of  misrepresentations,  many  of  them,  no 
doubt,  unintentional,  and,  as  might  naturally  be  expected,  in  the 
absence  of  anything  of  a  really  tangible  nature,  a  good  deal  of 
abuse  of  eome  of  the  Crown  witnesses — ^myself,  of  course,  included. 
The  only  witness  pi*oduced  was  Miss  Cross,  sister  of  the  accused 
who  swore  that  she  always  considered  the  late  Mrs.  Cross  a  delicate 
woman,  with  a  delicate  stomach,  subject  to  attacks  of  the  heart ; 
that  she,  the  witness,  frequently  attended  on  Mrs.  Cross  during 
her  late  illness,  and  often  brought  her  drinks  and  other  nourish- 
ment ;  that  on  the  night  of  Mrs.  Cross's  death  she  went  to  bed 
about  half-past  ten ;  that  during  the  night  she  was  roused  by  a 
little  scream  from  Mrs.  Cross's  room ;  this  was  followed  by  two 
or  three  little  screams,  after  which  she  heard  her  brother  go  down 
stairs ;  during  his  absence  she  heard  an o titer  scream  or  cry;  she 
heard  him  come  up  again  and  re-enter  the  room ;  almost  imme- 
diately after  he  came  to  her  own  room ;  she  rose  at  once  and  went 
to  the  other  room  ;  she  went  to  the  side  of  the  bed,  and  saw  Mrs. 
Cross  lying  quite  still,  her  head  on  one  side,  and  her  hand  as  if  it 
had  been  on  her  heart ;  she  thought  her  dead,  but  brought  the  hot 
water  tin  from  her  own  bed  and  put  it  to  her  hands,  with  the  hope 
it  would  restore  her,  but  without  effect ;  after  that  she  went  and 
lay  on  her  bed,  and  rose  in  the  morning  about  seven ;  the  dead 
body  of  Mrs.  Cross  was  not  rigid ;  death  took  place  on  Thursday ; 
and  on  the  Monday  or  Tuesday  following  witness  was  in  Mrs. 
Cross's  bedroom  with  her  brother  ;  dose  to  Mrs.  Cross's  bed  was  a 
private  press  or  wardrobe,  the  keys  of  which  were  always  kept  by 
deceased ;  she  examined  the  contents  of  this  press  that  day,  and 
found  in  it,  in  addition  to  clothes  or  other  articles,  three  or  f onr 

2  E 


434  The  Coachford  PoUoning  Case^ 

bottles,  one  of  which  contained  rouge,  and  another  some  white 
powder ;  this  she  showed  to  her  brother,  and  then  threw  its  contents 
amongst  some  other  rubbish  in  the  grate ;  she  put  the  bottle  on 
the  chimnej-piece,  and,  subsequently,  sent  it  downstairs  to  be 
washed ;  several  bottles  were  taken  down  to  be  washed  after  Mr. 
Cross  came  home.  In  cross-examination  the  witness  admitted  that 
the  conduct  of  her  brother  towards  his  late  wife  was  often  hasty, 
and  he  used  sometimes  curse  her.  During  the  two  and  a  half  years 
witness  was  in  the  house  she  could  remember  only  one  day  on 
which,  previously  to  her  fatal  illness,  the  deceased  was  confined  to 
bed — this  was  for  a  gastric  attack — the  date  of  which  was  un- 
certain ;  she  did  not  think  her  sister-in-law  was  in  danger ;  her 
brother  never  told  her  so,  but  she  often  heard  him  say  she  might 
pass  away  from  her  heart ;  he  had  told  her  that  the  deceased  had 
a  low  fever,  of  the  typhoid  type ;  she  saw  her  brother  on  various 
occasions  give  Mrs.  Cross,  during  her  illness,  chlorodyne,  sal  vola- 
tile, or  ether ;  she  saw  applications  of  mustard  poultices  being 
made  on  different  occasions  to  the  pit  of  the  stomach,  to  relievo 
the  pain  from  which  her  sister-in-law  suffered  when  she  vomited. 
The  witness  did  not  know  where  her  brother  was  when  she  left  the 
dead  woman's  room  and  went  to  bed ;  she  attached  no  importance 
to  the  destruction  of  the  white  powder  which  the  bottle  contained  ; 
it  was  not  labelled ;  her  brother  said  to  destroy  it ;  she  never  said 
there  were  two  bottles  with  white  powder.  She  further  stated 
that  at  the  conversation  referred  to  by  Sergeant  Higgins,  Mr.  Cross 
said,  "  Do  you  remember  the  two  little  bottles  with  some  white 
powder  that  were  amongst  that  rubbish  ?  "  She  said,  '^  I  do." 
And  he  then  said,  '^  Is  it  possible  that  could  have  been  arsenic  ?  " 
She  believed  she  said  that  she  destroyed  them.  On  the  night  Mr. 
Cross  came  into  her  room  he  had  not  taken  off  his  clothes  at  all. 

The  line  of  defence  adopted  by  prisoner's  counsel  in  his  opening 
speech  was,  first  of  all,  to  show  the  improbability  of  the  prisoner's 
committing  the  crime  in  the  manner  attributed  to  him,  and  he  denied 
the  existence  of  a  sufficient  motive  for  the  crime,  as  it  was  shown 
that  the  prisoner  was  able  to  gratify  his  passions  during  the  life- 
time of  his  late  wife.    He  asked  the  jury  to  disregard  the  evidence 


By  Dr.  C.  Y.  Peabson.  435 

of  the  analyst,  upon  wbicb  the  whole  case  rested,  on  the  grounds 
that  he  had  never  performed  a  post-mortem  examination  previously 
on  a  person  killed  from  arsenic,  and  had  never  before  analysed 
human  viscera  for  arsenic.  He  also  endeavoured  to  show  that 
strychnine  could  not  have  been  employed,  as  the  evidence  went  to 
prove  that  the  body  of  Mrs.  Cross  was  not  in  a  bent  and  rigid  con- 
dition at  the  time  of  death  or  some  five  or  six  hours  after. 

One  of  the  prisoner's  counsel,  in  his  reply  to  the  jury,  endea- 
voured to  make  them  believe  that  the  quantity  of  strychnine  said  to 
have  been  discovered  (j^  part  of  a  grain)  was  so  minute  that  it 
was  beyond  human  comprehension  that  anyone  could  discover  it, 
because  it  was  only  the  ^f^^  part  of  an  ounce.  This  gentleman 
also  likened  the  liver  to  a  sponge,  which  was  only  capable  of 
Slicking  up  a  certain  amount  of  any  substance,  and,  therefore,  it 
could  not  possibly  contain  such  an  amount  as  three  grains  of 
arsenic;  and,  strange  to  say,  the  learned  judge  in  his  charge 
seized  upon  this  as  being  an  excellent  illustration.  This  goes  to 
show  the  utter  absurdity  of  anyone  trying  to  deal  with  scientific 
matters  on  which  they  are  wholly  ignorant.  Scarcely  anything 
could  be  more  far-fetched  than  the  idea  here  conveyed ;  and  even 
if  the  liver  did  act  in  the  manner  ascribed  to  it,  it  is  a  strango 
sponge  which,  while  itself  weighing  21,875  grains,  could  absorb 
only  3  grains,  i.e.,  j^^  part  of  its  own  weight. 

It  is  worthy  of  remark  that  no  medical  expert  was  produced  for 
the  defence,  although  the  services  of  Dr.  Rawdon  Macnamara 
were  retained,  and  he  was  actually  present  in  court  during  the  entire 
trial.  I  think  it  will  be  generally  admitted  that,  in  the  fact  of 
their  not  doing  so,  prisoner's  counsel  displayed  a  wise  discretion. 
Undoubtedly  his  production  would  have  had  the  effect  of  strength- 
ening the  case  for  the  Grown,  as  in  cross-examination  he  would 
have  been  bound  to  admit  several  points  of  great  importance,  some 
of  which  were  not  elicited  from  myself  when  under  examination. 
Amongst  these  I  may  mention  the  following: — 1st.  That  the 
symptoms  described  were  those  of  arsenical  poisoning.  2nd.  That 
the  post-mortem  appearances  were  corroborative  of  the  same.  Srd. 
That  the  tests  and  methods  employed  by  me  were  quite  correct* 
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4th.  That  the  tuhea  produced  in  court  (if  submitted  to  his  exami- 
nation) contained  crystals  of  arsenious  acid.  5th.  That  it  mattered 
not,  so  far  as  the  duties  of  an  analyst  were  concerned,  whether 
he  had  ever  even  seen  the  interior  of  a  human  body ;  and  that  no 
distinction  was  observed  in  separating  poisons  from  the  organs  of 
the  lower  animals  atd  those  of  the  human  subject.  6tb.  That  the 
quantity  of  strychnine  discovered  was  more  than  sufficient  to  prove 
its  nature,  and  that  by  the  careful  employment  of  the  colour-test 
the  presence  of  even  ^qq^qqq  part  of  a  grain  could  be  satisfactorily 
demonstrated.  7th.  That  the  crystab  of  arsenic  are  so  highly 
characteristic  as  to  be  capable  of  recognition  under  the  microscope 
when  only  ^q^qq  part  of  an  inch  in  diameter,  and  may  be  obtained 
when  only  jj^hl^  P^^  ^^  ^  grain  is  employed  in  the  test.  8th. 
That  it  mattered  not  in  the  least,  so  far  as  the  prisoner  was  con- 
cerned, how  the  poison  discovered  was  distributed  throughout  the 
various  organs ;  and  that  to  a  medical  man  the  fact  of  even  a 
single  grain  being  present  in  the  entire  body  would  be  quite  suffi- 
cient to  prove  that  a  poisonous  dose  had  been  administered  or 
taken. 

I  have  already  stated  that  it  might  have  been  shown  by  the 
Crown  that  the  conditions  present  immediately  after  death  were 
not  inconsistent  with  the  termination  of  life  by  strychnine  poisoning. 
I  shall  now  proceed  to  prove  that  such  was  the  case  : — ^It  is  well 
known  that  when  death  takes  place  from  strychnine,  as  a  rule,  the 
body  becomes  quickly  rigid,  the  rigidity  usually  persisting  for  a 
considerable  time ;  when  the  person  dies  during  a  convulsion,  and 
rigidity  immediately  supervenes,  the  distorted  condition  of  the 
body  and  limbs  may  persist  after  death  ;  this,  however,  is  the  ex- 
ception, and  not  the  invariable  rule,  as  counsel  ingeniously  repre- 
sented. In  Taylor*8  ^^  Medical  Jurisprudence,"  Third  Edition, 
edited  by  Dr.  Stephenson  (Vol.  L,  p.  432),  the  following  quotation 
occurs : — "  The  body  of  a  person  poisoned  by  strychnine  may,  there- 
fore, be  found  in  a  non-rigid  state  within  the  ordinary  period  after 
death.**  And  again : — '^  In  other  instances  of  strychnine  poisoning, 
no  particular  degree  of  rigidity  has  been  found  at  any  period  after 
death."    It  is  also  a  well-known  medical  fact  that  in  the  bodies  of 
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tliose  ^ho  died  in  an  exhausted  condition,  either  from  disease  or 
otherwise,  rigor  mortis  supervenes  very  rapidly,  and  is  of  transient 
duration.  Now  I  think  it  will  be  readily  conceded  that  the  late 
Mrs.  Cross,  at  the  time  of  her  death,  owing  to  repeated  vomiting 
and  diarrhoea,  must  have  had  her  nervo-muscular  system  reduced 
to  a  degree  of  very  gi*eat  exhaustion.  We  may,  therefore,  con- 
clude that,  whether  a  dose  of  strychnine  had  or  had  not  been  em- 
ployed to  terminate  her  existence,  in  either  caae  post-mortem  rigidity 
would  have  quickly  set  in,  and  disappeared  in  an  evanescent 
manner ;  so  that  it  is  almost  certain  no  trace  of  rigidity  would 
have  I'emained  after  the  period  which  had  elapsed  between  the 
occuiTence  of  her  death  and  the  time  at  which  she  was  first  seen 
either  by  Miss  Jefferson  or  the  servants  on  the  following  morning. 

When  under  examination  I  was  asked  if  I  could  account  for  the 
screams  which  were  heard  by  Miss  Cross  and  the  servants ;  this  I 
declined  to  do,  as  more  than  one  possible  cause  suggested  itself  to 
my  mind.  The  popular  opinion  which  I  have  heard  expressed  is 
that  they  were  due  to  the  employment  of  violence. '  With  this  I 
do  not  agree ;  as  I  believe  that  if  violence  had  been  employed, 
precautions  would  have  been  taken  to  prevent  their  occurrence. 
No  explanation  would  account  for  them  more  satisfactorily  than 
the  supposition  that  they  were  produced  by  the  painful  convulsions 
due  to  strychnine  poisoning.  I  must,  however,  here  point  out  that 
convulsions  of  a  painful  character  are  very  frequently  present 
towards  the  close  of  cases  of  slow  arsenical  poisoning.  If,  how- 
ever, we  adopt  this  latter  suggestion,  we  must  account  for  the 
presence  of  strychnine  in  the  body  of  the  deceased.  This,  I  think, 
may  be  readily  done,  as  it  is  perfectly  evident  that  from  the  loose 
manner  in  which  packets  of  this  substance  were  left  knocking 
about  Mr.  Cross's  surgery,  it  is  not  difficult  to  conceive  that  a  small 
quantity  might  have  become  accidentally  mixed  with  a  packet  of 
arsenic.  I  do  not,  however,  believe  that  this  was  the  way  in  which 
it  came  to  be  present. 

When  subjecting  me  to  cross-examination,  prisoner's  counsel 
very  properly  sought  to  show  that  I  might  have  been  led  into 
confounding  a  ptomain  with  the  alkaloid  strychnine.    This  possible 
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source  of  error,  I  may  saj,  received  mj  most  careful  consideration 
at  the  time  of  my  analysis,  and  led  me  to  adopt  the  utmost  pre- 
cautions, so  as  to  avoid  the  possibility  of  such  a  mistake.  Counsel 
quoted  the  following  passage  from  Bly th  (pp.  cU,y  p.  466)  in  support 
of  his  case: — "Nevertheless  the  existence  of  ptomaines  may  be 
conceded,  and  also  the  fact  that  some  of  their  reactions  and  pro* 
perties  resemble  such  alkaloids  as  strychnine,  morphine,  &c,  but 
such  differences  for  the  most  part  exist  that  a  careful  and  experienced 
toxicologist  would  not  be  likely  to  form  erroneous  conclusions," 
and  of  course  he  would  not  admit  that  the  present  writer  could  be 
regarded  as  such.  Referring  to  the  colour-test  for  strychnine.  Dr. 
BIyth  (op.  ciV.,  p.  322)  says : — "  These  characters — viz.,  alkalinity, 
bitterness,  and  the  property  of  precipitation  by  potassic  chromate 
in  a  definite  crystalline  form,  the  crystals  giving  the  colours 
detailed — belong  to  no  other  substance  known  save  strychnine,  and 
for  all  purposes  sufficiently  identify  the  alkaloid."  The  existence 
of  all  the  characters  here  set  forth,  as  already  mentioned,  was 
carefully  ascertained  in  the  present  instance. 

It  may  be  interesting  to  my  hearers  to  know  that  the  presence 
of  a  ptomaln  was  actually  discovered,  which  had  a  pungent  odour 
and  taste  somewhat  resembling  veratrine,  and  which,  on  the  addition 
of  sulphuric  acid,  displayed  a  crimson  colour.  It  is  almost  needless 
to  remark  that  this  could  not  have  been  confounded  with  strychnine, 
which  gives  no  coloration  with  sulphuric  acid  alone.  I  made 
no  reference  to  the  discovery  of  this  substance  in  my  evidence,  as 
I  thought  it  might  only  lead  to  confusion  and  serve  no  useful 
pui*pose. 

I  shall  now  briefly  consider  from  a  medical  point  of  view  the 
possible  lines  of  defence  which  might  have  been  adopted  in  this 
case,  and  how  they  might  have  been  successfully  met : — 1.  That 
Mrs.  Cross  did  not  die  of  poisoning  at  all,  but  succumbed  to  some 
heart  affection  or  other  natural  cause.  2.  That  she  did  die  of 
arsenical  poisoning,  and  that  this  might  have  occurred  through  self- 
administration,  either  by  accident  or  design.  3.  That  she  might 
have  been  poisoned,  accidentally  or  otherwise,  by  othei*s  beside  the 
prisoner. 
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Now,  it  is  difficult  to  conceive  how  any  sensible  person,  in  the 
face  of  the  evidence  which  I  have  detailed — ^namely,  the  presence 
of  well-marked  symptoms  of  arsenical  poisoning  during  life,  the 
distinct  post-moriem  appearances  corresponding  thereto,  and  finally 
the  presence  of  arsenic  in  poisonous  quantity  in  the  body--could 
adopt  the  first  of  these  defences;  yet  this  has  been  the  theory 
adopted  by  some  of  those  who  sought  to  prove  the  innocence  of  Mr. 
Cross  since  his  conviction.  The  possibility  of  accidental  poisoning 
is  clearly  disproved  by  the  history  of  the  symptoms  detailed  by 
Miss  Jefferson.  It  may,  no  doubt,  be  said  that  a  single  poisonous 
dose  of  arsenic  has  been  known  to  give  rise  to  a  prolonged  and 
fatal  illness,  with  distinct  intervals  of  remission  in  the  symptoms. 
If  this  view  had  been  put  forward  it  might  be  readily  met  by  the 
assertion  that,  if  only  one  dose  had  been  swallowed  at  the  com- 
mencement of  the  illness,  not  a  trace  of  the  poison  would  have  been 
present  in  the  system  at  the  time  of  death. 

If  it  was  suggested  that  others  beside  the  prisoner  administered 
the  poison  with  criminal  intent,  in  the  absence  of  motive,  it  would 
have  to  be  admitted  that  such  must  have  occurred  only  at  his 
instigation,  in  which  case  he  would  have  been  equally  guilty. 

It  seems  to  me  that  the  only  line  of  defence  which  might  have 
met  with  a  reasonable  prospect  of  success  would  have  been  to 
boldly  admit  the  fact  that  the  poisoning  actually  took  place  through 
self-administration,  and  that  the  prisoner  was  really  under  the 
impression  that  his  wife  was  suffering  from  typhoid  fever  or  some 
other  gastro-intestinal  affection,  and  that  the  chlorodyne  was 
administered  with  the  best  intentions  to  allay  the  symptoms ;  and 
even  it  could  have  been  shown  that  small  doses  of  strychnine 
might  naturally  be  employed  for  a  similar  purpose. 

In  Quain's  "Dictionary  of  Medicine"  (Vol.  II.,  p.  1686),  a 
bilious  form  of  typhoid  fever  is  described  as  follows,  which  closely 
resembles  arsenical  poisoning : — "  The  characteristic  .  feature  is 
frequent,  sometimes  almost  incessant,  vomiting  of  liquid  containing 
bile,  both  after  food  and  when  no  food  has  been  taken ;  severe 
headache  often  persists  throughout  the  attack;  the  temperature 
does  not,  as  a  rule,  rise  high,  and  it  fluctuates  much ;  the  face  is 
pale  and  anxious ;  the  pulse  is  frequent  and  very  weak ;  the  tongue 
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18  usually  coated,  and  may  be  white  or  yellow."  It  might  (if  thought 
advisable)  have  been  shown  that  arsenic  is  sometimes  administered 
in  typhoid  fever  to  restrain  diarrhoea,  and  is  also  frequently  given 
to  prevent  the  paroxysms  of  angina  pectoris ;  and  that  strychnine 
is  also  sometimes  given  for  the  latter  affection  as  well  as  to 
check  vomiting  (sec  Lauder  Brunton — "  Pharmacology  and  Thera- 
peutics"— Index  of  Diseases  and  Remedies).  I  need  scarcely 
point  out  that  no  such  case  as  I  have  here  made  out  was  produced 
for  the  defence ;  had  such  been  done,  I  do  not  think  it  likely  that 
it  would  have  proved  successful.  I  shall  endeavour  to  point  out 
how  the  various  points  might  have  been  met  by  the  prosecution. 
With  reference  to  the  variety  of  typhoid  alluded  to,  it  must  be 
acknowledged  that  it  is  of  such  rare  occurrence  that  few  medical 
men  have  met  with  a  case  of  the  kind;  and  that  if  present  it 
would  be  more  likely  to  be  mistaken  for  a  case  of  irritant  poisoning 
than  for  the  opposite  to  occur.  Now,  as  regards  the  self-adminis- 
tration, I  have  already  pointed  out  that  owing  to  the  fact  that 
repeated  doses  must  have  been  administered  in  order  to  produce 
the  symptoms  present  in  this  case,  the  possibility  of  accidental 
administra^on  on  such  a  number  of  occasions  cannot  be  admitted. 
If  it  was  put  forward  that  Mrs.  Cross  deliberately  took  poisonous 
doses  of  arsenic  on  repeated  occasions,  with  the  object  of  committing 
suicide,  we  should  have  to  believe  that  she  subjected  herself  to 
a  slow  and  painful  form  of  lingering  torture  such  as  cannot  be 
found  recorded  in  toxicological  literature.  On  the  other  hand,  it 
has  been  suggested  that  this  lady  was  in  the  habit  of  taking  arsenic 
as  a  cosmetic,  or  that  she  was  an  arsenic-eater,  such  as  may  be 
found  amongst  the  inhabitants  of  Styria.  If  she  employed  it  at  all 
for  the  former  purpose  it  is  nearly  certain  it  would  have  been  in 
the  form  of  solution  and  not  in  the  solid  state;  this  would  also 
have  been  the  form  of  administration  most  likely  to  have  been 
chosen  if  administered  for  medicinal  purposes.  If  the  latter  theory 
be  chosen,  it  will  have  to  be  admitted  that  arsenic-eating,  after 
the  manner  of  the  Styrians,  is  quite  unknown  in  this  country ;  yet, 
even  if  such  a  practice  had  been  acquired,  can  anyone  believe  that 
a  person  eating  arsenic  to  benefit  the  health  would  continue 
to  employ  it  in  poisonous  doses  when  it  produced  such  violent 
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symptoms  ?  We  are,  therefore,  forced  to  the  conclusion  that  the 
poison  must  have  been  administered  by  some  other  hand.  Now, 
much  fault  has  been  found  with  the  judge  who  tried  this  case  for 
directing  the  jury  that  if  they  were  satisfied  that  the  deceased  died 
from  poisoning  they  were  bound  to  find  the  prisoner  guilty.  Wliile 
I  think  he  might  readily  have  allowed  the  jury  a  little  more 
latitude  for  the  exercise  of  their  own  judgment,  I  utterly  fail  to 
see  how  either  he  or  they,  with  the  evidence  before  them,  could 
arrive  at  any  other  conclusion.  It  will  be  observed  that,  so  far  as 
my  evidence  is  concerned,  it  merely  went  to  prove  the  cause  of 
death,  and  in  no  way  implicated  the  prisoner.  A  critical  examina- 
tion of  the  speech  delivered  by  the  prisoner,  previously  to  the  pass- 
ing of  sentence,  shows  it  to  be  wholly  inconsistent.  If  some  of  the 
statements  made  by  him  were  true  they  could  have  been  proved  in 
evidence.  It  is  interesting  to  note  that  his  account  of  the  destruc- 
tion of  the  bottles  does  not  correspond  with  that  of  his  sister,  nor 
hers  with  that  of  the  police  sergeant  who  overheard  the  conversation 
and  wrote  it  down ;  and,  strangest  of  all,  he  admits,  what  Miss 
Cross  did  not,  that  there  was  a  patent  medicine  in  the  wardrobe 
which  contained  strychnine. 

It  has  been  remarked  that  the  prisoner,  considering  that  he  was 
a  medical  man,  committed  this  crime  in  a  very  clumsy  manner.  I 
do  not  altogether  agree  with  this.  He  selected  a  poison  which  was 
without  odourj  taste,  or  colmtr — ^therefore  most  easy  of  administra- 
tion ;  he  exhibited  it  in  repeated  doses,  so  as  to  produce  a  prolonged 
illness,  and  gave  chlorodyne  to  mask  the  painful  symptoms ;  he 
prepared  her  relatives  and  friends  for  her  approaching  death,  gave 
a  false  account  of  her  symptoms,  and,  once  she  was  buried,  who 
would  have  heard  of  the  ''Cross  Poisoning  Case"  if  the  hasty 
marriage  had  not  occurred,  or  had  remained  a  secret  for  six 
months  ?  On  calmly  reviewing  the  entire  features  of  the  case  in 
the  most  unprejudiced  and  dispassionate  manner,  which  I  have 
done  on  repeated  occasions,  I  cannot  for  one  moment  conceive  how 
any  sane  person  can  bring  himself  to  believe,  even  if  he  say  so 
to  others,  that  Philip  Henry  Eustace  Cross  was  innocent  of  the 
crime  of  which  he  was  found  guilty  and  for  which  he  was  deservedly 
executed. 
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The  prevalence  of  enteric  fever  in  Dublin  has  recently  attracted 
much  public  attention  on  account  of  the  prevalence  of  that  disease 
among  the  troops  of  the  Dublin  Garrison.  We  have  each  in  our 
own  sphere  had  the  peculiar  features  of  enteric  fever,  as  thej 
present  themselves  in  Dublin,  brought  under  our  notice  from  time 
to  time. 

In  a  paper  read  by  one  of  us  before  the  Medical  Society  of  the 
College  of  Physicians  in  the  year  1871,  it  was  pointed  out  that 
enteric  fever  showed  a  tendency  to  increase,  and  stated : — ''  When  it 
is  remembered  that  enteric  fever  is  now  generally  considered  by 
sanitarians  to  be  dependent  on  defective  drainage  or  impure  water 
supply,  it  is  difficult  to  account  for  this  sudden  increase  of  that 
form  of  fever  in  Dublin,  as  we  know  that  the  water  supply  is  nearly 
perfect,  and  that  the  drainage  has  been  steadily  though  slowly  im- 
proving. This  increase  of  enteric  fever  is  difficult  to  explain.  It 
has  been  suggested  to  me  that  the  stirring  up  of  dirt,  consequent 
on  the  construction  of  new  drains,  might  be  the  cause;  but  I 
cannot  see  that  this  can  account  for  it,  as  I  find  fever  connected 
with  local  unsanitary  conditions,  and  I  have  not,  in  any  of  the 
fever-nests  I  have  visited,  discovered  that  there  has  been  any  such 
local  stirring  up,  for  the  very  good  reason  that  there  has  been  no 
attempt  at  forming  effectual  drains  for  those  houses.  I  do  not 
believe  that  the  Yartry  water  is  the  cause,  as,  if  it  were,  the 
increase  of  enteric  fever  should  have  occurred  before  the  present 
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year."*  Thus  the  fact  that  enteric  fever  was  increasing  in  Dublin 
was  long  since  noticed ;  whilst,  on  the  other  hand,  the  decrease  of 
typhus  and  the  almost  total  absence  of  relapsing  fever  are  well 
known. 

The  following  figures  show  the  rate  of  mortality  per  1,000 
persons  living  caused  by  typhus  fever,  enteric  fever,  and  the 
principal  zymotic  diseases  (including  typhus  and  enteric  fevers)  in 
Dublin  during  six  years  : — 

1881  1882  1888  1884  1885  1886  1887 

Typhus  fever,          .     0-70  0*30  052  0-30  018  0-11  0-07 

Enteric  fever,  .  0*35  0*40  0-37  0-42  0*42  038  0-38 
Principal    zymotic 

diseases,                    2-80  381  3-52  3-51  3-47  2-88  5*12 

These  figures  show  that  whilst  a  considerable  falling  off  in  the 
mortality  caused  by  typhus  fever  has  occurred  since  1881,  the 
fatality  due  to  enteric  fever  has  been  much  the  same  in  every  year 
of  that  period.  A  large  sum  of  money  has  been  expended  since 
1881  in  the  construction  of  main  sewers  and  house  drains;  but 
there  does  not  seem  to  be  any  effect  produced  thereby  in  the  way 
of  diminishing  the  amount  of  enteric  fever. 

It  is  almost  impossible  to  say  when  enteric  fever  had  made  a 
home  for  itself  in  Dublin;  but  that  this  malady  has  shown  an 
undue  partiality  for  Dublin  during  the  past  ten  years  is  undoubtedly 
an  unpleasant  fact.  Our  attention  has  been  specially  called  to  this 
subject  in  connection  with  an  inquiry  recently  held  by  us,  at  the 
request  of  the  War  Office,  into  the  cause  of  the  prevalence  of 
enteric  fever  in  the  Boyal  Barracks. 

In  carrying  out  this  investigation  we  found  it  necessary  to 
compare  the.  enteric  fever  death-rate  of  Dublin  with  that  of  the 
country  generally,  and  with  some  places  in  particular.  The  result 
is  somewhat  remarkable,  as  shown  in  the  following  statement : — 

*  F^valenoe  and  DiBtribntion  of  Fever  in  Dublin.    By  T.  W.  Grimahaw, 
M.D.    Dublin :  Fannin  ft  Co.    1878. 


Deaths  from  Entei'ic  Fever  in  (a)  England  and  Wales,  (b)  Ireland^ 
(c)  London^  (d)  DvbUn  Registration  District,  with  the  rate  per 
1,000  living— Tears  1876-85. 


Deaths  from  Eatarie  Fever 

LOCAUTT  AND  TSAR 

• 

Number 

Rtte  per  1,000 
Uviug 

f    1876 

7,560 

•81 

1877 

6,879 

•28 

1878 

7,652 

■81 

1879 

5,860 

•28 

1880 

6,710 

•26 

England  and  Wales             -  )    1881 

5,529 

•21 

\ 

1882 

6,036 

•23 

1888 

6,078 

•23 

1884 

6.380 

•23 

1885 

4,765 

•17 

Avenge 

6,34i 

•25 

f    1876 

961 

•18 

1877 

974 

•18 

1878 

965 

•18 

1879 

1,087 

•20 

1880 

1,087 

•21 

Ireland       -        -        -        -  i 

1881 

813 

•16 

\    1882 

844 

•17 

1883 

853 

•17 

1884 

693 

•14 

1885 

716 

•16 

Avenge 

894 

•17 

1876 

769 

•22 

1877 

901 

•25 

1878 

1,033 

•28 

1879 

849 

•23 

1880 

702 

•19 

London 

1881 

971 

•25 

\    1882 

975 

•25 

1883 

963 

•24 

1884 

925 

•28 

1885 

597 

•15 

Avenbge 

860 

•28 

• 

1876 

161 

•48 

1877 

158 

•49 

1878 

189 

•61 

1879 

201 

•64 

1880 

188 

•60 

DoblinKrgifttratiimDistriet,'    1881 

128» 

•36 

1882 

135 

•39 

1888 

182 

•38 

1884 

134 

•38 

1885 

144 

•41 

ATeiage 

155» 

•47 

•District  enlarged  in  1881. 
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If  we  bring  the  Dublin  figures  up  to  date  we  find  that  the  deaths 
in  the  Dublin  Registration  District  were  129  in  1886,  and  135  in 
1887,  showing  but  little  variation  from  the  five  preceding  years. 

This  table  has  been  compiled  for  ten  years,  five  before  and  Bve 
after  the  last  census  period,  thus  giving  a  period  in  which  popula- 
tion standards  are  least  likely  to  be  disturbed.  The  table  was 
specially  compiled  for  these  years  with  a  view  of  covering  a  certain 
period  of  prevalence  of  the  disease  in  the  Royal  Barracks.  The 
result  shows  that  the  average  death-rate  per  10,000  of  the  popula- 
tion in  England  and  Wales  in  the  decade  1876-85  was  0*25 ;  in 
Ireland  0*17,  or  0*08  less.  In  London  the  average  rate  was  *28, 
being  only  0*02  less  than  England  and  Wales,  while  in  Dublin  it 
was  0*47,  or  nearly  three  times  the  average  rate  of  Ireland,  and 
more  than  double  the  rate  of  London  for  the  same  period.  It  will, 
however,  be  noted  with  satisfaction  that  each  division  of  the  table 
shows  a  general  tendency  to  decreased  mortality,  and  Dublin  has 
shared  in  this  favourable  tendency. 

Now,  why  should  Dublin,  which  formerly  does  not  seem  to  have 
been  a  favourite  station — ^to  use  a  botanical  phrase — ^for  enteric 
fever,  have  become  one  ?  We  believe  the  answer  is  that  Dublin 
formerly  had  not  been  sufiiciently  invaded  by  the  disease,  but  that 
when  the  disease  had  obtained  a  footing,  it  found  favourable  soil- 
conditions  for  its  development  in  the  general  unsanitary  state  of 
the  city,  and  more  especially  in  the  peculiar  geological  formation 
of  the  district.  We  shall  deal  with  the  latter  first.  Pettenkofer, 
referring  to  the  relation  between  the  presence  of  ''  ground  water  ** 
and  the  production  of  enteric  fever,  says: — ^'Just  as  in  certain 
places  the  existence  of  typhoid  fever  exhibits  a  certain  temporal 
dependence  on  the  variations  in  the  moisture  of  the  soil  of  the 
so-called  ^  ground  water,'  in  like  manner  it  is  probable  that  cholera 
is  similarly  dependent,  though,  owing  to  the  fortunately  less  fre- 
quent prevalence  of  cholera,  the  relationship  cannot  be  so  regularly 
and  satisfactorily  proved  as  in  the  case  of  typhoid  fever." 

Dr.  Mapother,  in  his  lectures  on  Public  Health,  showed  a  close 
relation  between  the  prevalence  of  cholera  and  old  river  courses 
in  the  city  of  Dublin.     Again,  in  a  paper  read  before  the  Medical 
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Society  in  1878,  the  close  relationship  between  the  distribution  of 
cholera  in  Dublin  and  the  extent  of  the  pervious  stratum  of  gravel 
situated  in  the  low-lying  parts  of  the  city  and  saborbs  of  Dublin 
was  shown.* 

Pettenkofer  has  shown  that  the  geological  condition  favourable 
to  the  spread  of  cholera  is  also  favourable  to  the  prevalence  of 
enteric  fever.  As  pointed  out  in  the  paper  above  referred  to, 
cholera  in  1866  prevailed  to  a  much  greater  extent  on  the  pervious 
gravel  bed  than  on  the  stiff  clay,  these  formations  constituting  the 
ground  on  which  Dublin  and  its  suburbs  are  situated. 

A  considerable  portion  of  the  district  is  situated  on  gravel 
which  is  superimposed  on  the  stratum  of  clay  previously  mentioned. 
This  gravel  bed  was  once  the  bottom  of  the  sea,  and  now  consists 
of  a  raised  sea  beach  which  extends  along  a  considerable  portion  of 
the  east  coast  of  Ireland.  This  '^  littoral "  gravel  bed,  commencing 
at  the  extreme  north  of  the  Dublin  district  at  Dollymount,  forms  a 
narrow  strip  running  along  the  Clontarf  Strand;  it  then  passes 
more  inland  along  the  estuary  of  the  Tolka  up  to  Drumcondra, 
including  the  suburbs  of  Bichmond,  Fairview,  and  Ballybough. 
On  entering  the  city  its  boundary  line  passes  slightly  south  of 
Summer-hill  and  Great  Britain-street — in  some  cases  crossing  the 
latter  street,  crossing  the  upper  end  of  Capel-street — and  gradually 
sloping  southwards  to  the  lower  end  of  Smithfield  passes  just  in 
front  of  the  Royal  Barracks  along  Parkgate-street,  inside  the  Park 
wall  along  the  Conyngham-road ;  the  boundary  crosses  the  Liffey 
at  Island-bridge,  turns  towards  the  south-east,  past  the  north-east 
comer  of  Steevens'  Hospital,  along  the  face  of  the  slope  between 
James's-street  and  the  Liffey,  reaching  to  St.  Audoen*s  Church  at 
the  back  of  Christ  Church,  crosses  the  top  of  Parliament-street, 
passes  along  the  back  of  the  houses  on  the  north  side  of  Dame- 
street,  crosses  College-green  at  the  Chamber  of  Commerce,  then 
follows  the  lines  of  Suffolk-street,  Nassau-street,  and  Clare-street, 
and  passes  through  the  gardens  of  the  houses  on  the  north  side  of 
Merrion-square  and  Lower  Mount-street.     On  crossing  the  Grand 

*  The  Fl^valence  and  Distribation  of  Cholera  in  Dublin  in  1866.  By  T.  W. 
Grimshaw,  M.D.    Dublin  Journal  of  Medical  Science.    1878. 
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Canal  at  Lower  Mount-street  bridge,  the  line  takes  a  sudden  turn 
to  the  south,  crosses  Upper  Baggot-street  to  the  east  of  Waterloo- 
road,  runs  at  the  back  of  the  houses  in  Waterloo-road,  then  crosses 
to  the  south-east  through  Glonskeagh,  and  ends  at  Williamstown. 
Besides  these,  there  are  other  small  alluvial  gravel  beds  on  the 
Tolka  above  Drumcondra,  on  the  Liffej  above  Island-bridge,  and 
on  the  Dodder  above  Milltown. 

Taking  the  different  registration  districts  of  the  city  and  suburbs, 
we  find  that — 

I.  In  Glontarf  there  is  only  a  small  portion  of  the  district  on 
gravel,  but  nevertheless  a  considerable  number  of  the  inhabitants 
reside  on  this  portion. 

II.  In  Drumcondra  a  small  portion  only,  but  it  also  is  populous. 

III.  In  Glasnevin  District  there  is  a  small  portion  of  gravel 
composed  of  the  Tolka  alluvial  deposit. 

IV.  No.  1  North  City  District— 0-63  of  the  inhabited  area  is 
situated  on  the  gravel  bed. 

V.  No.  2  North  City  District— 0-33  of  the  inhabited  area  is 
situated  on  the  gravel  bed. 

YI.  No.  3  North  City — 0*17  of  the  inhabited  area  is  situated  on 
gravel. 

VII.  No.  1  South  City — Only  a  small  portion  along  the  river  is 
situated  on  gravel. 

VUl.  No.  2  South  City — 0*45  of  the  inhabited  area  is  on  gravel. 

IX.  No.  3  South  City — ^None  of  this  district  stands  on  gravel. 

X.  No.  4  South  City — 0*59  of  the  inhabited  area  is  on  gravel. 
XL  Rathmines — Not  any  portion  is  on  gravel. 

Xn.  Donnybrook — ^Nearly  all  is  on  gravel. 

Xin.  Palmerstown  has  only  a  small  portion  on  Liffey  alluvial 
gravel  bed. 

If  we  investigate  the  relative  prevalence  of  enteric  fever  in 
Dublin  and  its  suburbs,  as  measured  by  the  death-rate  from  the 
disease,  we  find  the  result  shown  in  the  accompanying  table.  This 
table  unfortunately  includes  eight  years  only,  as,  previously  to  the 
year  1881,  separate  records  of  enteric,  as  distinguished  from  other 
fevers,  were  not  kept. 
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Dublin  Registbation  District. 

Deaths  from  Enteric  Fever  1881-7  (inclusive  of  deaths  m  Institutions 
of  Perswis  admitted  from  without  the  Registration  District.) 


Ykab 

Snbarlw 

City 

Total 

1 

1 

1 

1 

1 

1 

1 

M 

I 

n 

1 

1881 
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6 

- 

1 

6 

12 

1 

7 

87 

120 

1882 

2 

1 

"1 

1 

14 

8 

— 

4 

101 

132 

1888 

3 

8 

1 

1 

10 

4 

5 

11 

93 

131 

1884 

1 

4 

1 

2 

7 

6 

1 

2 

104 

128 

1885 

4 

2 

- 

8 

7 

n 
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2 

107 

142 

1886 

1 

3 

1 

1 

9 

8 

1 

7 

96 

127 

1887 

8 

6 

1 

2 

12 

5 

2 

5 

95 

181 

Total. 

14 

25 

5 

16 

65 

54 

11 

88 

683 

911 

Avemge — 
1881-7   . 

2-0 

8*6 

0-7 

28 

9-3 

7-7 

1-6 

5-4 

97*5 

1301 

PopnlAtion 

8;868 

8,190 

3,994 

6,805 

24,884 

24,703 

8,054 

20,085 

250,981 

351,014 

Rate  per 
10,000  Uving 

5-2 

4-4 

1-8 

8-6 

8-7 

31 

2-0 

27 

3-9 

3-7 

L 

J 

3-9 

3-7 

83 

This  table  shows  that  the  average  annual  death-rate  per  10,000 
inhabitants  of  the  Dublin  Registration  District  from  enteric  fever 
was  during  the  past  eight  years  3*7,  the  lowest  rate  being  1-8  in 
Finglas,  and  the  highest  5*2  in  Clontarf. 

Now,  how  has  enteric  fever  been  distributed  in  Dublin  and  its 
suburbs  in  relation  to  this  gravel  bed  ?  Unfortunately  we  must 
here  trust  to  a  somewhat  partial  test — ^namely,  the  distribution  of 
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the  deaths  daring  the  piist  eight  year^,  ae  prior  to  the  year  18S1 
no  record  was  kept  of  the  separate  forms  of  ferer.  The  result  for 
the  period  1881-87  is  as  follows  :^— 

The  averac^e  death-rate  from  enteric  fever  in  the  Dublin  District 
daring  the  period  under  consideration  being  3'7,  we  find  of  the 
districts  with  death-rates  above  the  average— excluding  for  the 
present  the  consideration  of  the  city  districts — Glontarf,  with  a 
death-rate  of  5 '2,  where  the  population  lives  almost  entirely  on  the 
gravel ;  Coolock,  with  a  death-rate  of  4'4  per  1,000,  with  a  small 
number  of  the  population  living  on  the  gravel ;  Rathmines,  at  the 
average,  without  any  population  living  on  the  littoral  gravel,  although 
men  do  live  on  alluvial  beds  along  the  rivers.  The  comparatively 
high  death-rate  from  enteric  fever  in  Rathmines,  however,  may 
easily  be  accounted  for  by  the  inferior  and  insufficient  water-supply 
which  existed  there  during  the  periods  under  consideration.  Of 
the  districts  with  enteric  fever  death-rates  below  the  average,  we 
have  Palmerston  district  (Eilmainham)  with  a  death-rate  of  5*6, 
being  a  little  below  average,  with  a  small  amount  of  gravel  and 
alluvium ;  Donnybrook,  with  a  rate  of  8*1,  being  nearly  all  situated 
on  the  gravel;  Kingstown,  with  a  rate  of  2*7  only,  and  Blackrock 
2*0  only,  neither  having  any  portion  of  their  population  living  on 
the  gravel ;  and,  lastly,  Finglas,  without  any  stratum  of  gravel  and 
a  death-rate  of  but  1*8  per  10,000.  We  do  not  wish  to  attach 
undue  importance  to  the  rates  in  such  small  populations  as  those  of 
Finglas  and  Glontarf,  or  even  of  Palmerston  and  Ooolock.  We 
will  now  deal  with  the  city  itself,  to  which  these  remarks  more 
especially  apply.  During  our  inquiry  as  to  the  sanitary  omdition 
of  the  Boyal  Barracks,  a  map  of  the  city  was  prepared  by  the 
Rojal  Engineers'  Department  in  which  were  marked,  by  red  dote, 
the  localities  of  all  the  deaths  from  enteric  fever  which  occurred 
from  the  l»t  of  January,  1882,  to  May,  1887.  On  this  map  was 
traced  a  line,  also  to  be  found  on  the  map  accompanying  this 
f-  paper,  indicating  the  boundary  of  the  gravel  bed  described  by  the 
>  C>«ological  Survey  as  '^  Post-tertiary  Flnvio-marine  Sands,  Gravel, 
\     %d  Clay."    The  marks  of  the  localities  of  the  deaths  from  enteric 
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fever  were  then  counted,  with  the  result  shown  in  the  following 
table :— • 

Deaths  from  Enteric  Fever]  in  the  Area  described  as  '*  Post-tertiary 
Iluvuhmarine  SandSy  Cfrav^  and  Clays/' 
(1882  to  May,  1887). 


PopvlatloD 

Censna, 

1881 

Ma  of  Deaths  from 

Enteric  Verer- 

188S  to  May,  1887 

Rate  to 
Popnlation 

Post-tertiary       Fluyio- ) 
marine  Sands,  Gravel,  > 
and  Clays.                    ) 

Remainder  of  City 
Total  - 

80,759 
168,848 

Net 
221 

818 

Percent 
41 

59 

1  in  365 
1  in  531 

249,602 

589 

100 

1  in  468 

The  result  here  proves  the  greater  fatality  of  enteric  fever  on 
those  of  the  gravel  beds,  the  deaths  on  the  gravel  beds  being  a 
the  rate  of  1  in  865  of  the  population,  while  off  the  gravel  the  rate 
was  only  1  in  531,  being  as  1  to  1^ ;  in  other  words,  the  chances 
of  djing  of  enteric  fever,  to  an  inhabitant  of  the  area  situated  in  the 
gravel  beds,  were  half  as  much  more  than  if  he  lived  elsewhere 
in  the  city. 

A  large  number  of  cases  have  occurred  in  Commons-street  and 
its  neighbourhood.  This  locality  is  altogether  on  the  gravel,  lies 
low,  and  is  very  badly  drained.  Mecklenburgh-street  and  its 
neighbourhood  shows  very  many  cases  of  enteric  fever.  Until 
very  lately  the  houses  were  badly  drained,  and  many  of  them  had 
privies  close  to  the  walls  of  the  house ;  quite  lately  water-closets 
have  been  largely  substituted  for  privies  in  these  houses* 

The  district  of  Com  Market  is  one  of  the  most  congested  in 
Dublin,  and  it  is  nearly  altogether  occupied  by  a  poor  class  of 
persons,  yet  they  seem  to  enjoy  a  comparative  immunity  from 
enteric  fever.  The  ground  lies  high  and  slopes  abruptly  towards 
the  river,  which  circumstance,  together  with  the  fact  that  the  day 
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prevails  here,  maj  account  for  its  comparative  immuoity  from 
enteric  fever.  The  north-western  portions  of  the  city,  lying  upon 
the  clay,  are  comparatively  free  from  enteric  fever.  They  occupy  a 
comparatively  elevated  position,  and  their  slopes  favour  drainage 
by  gravitation. 

It  is  remarkable  that  but  few  cases  of  enteric  fever  occur  in  the 
houses  lining  the  quays.  There  is  one  group  of  cases  on  Wood- 
quay,  but  they  have  all  occurred  in  tenement  houses,  without  yards, 
and  in  which  the  sanitary  accommodation  was  contained  within  the 
buildings.  A  case  of  enteric  fever  also  occurred  on  Bachelors'- 
walk,  but  in  a  house  unprovided  with  a  yard.  We  have  found 
that  in  many  of  the  tenement  houses  in  which  enteric  fever  occurred, 
the  water-closets  were  situated  in  the  basement  storey  or  other 
objectionable  place.  Very  few  occurred  in  the  houses  in  which 
the  water-closets  were  situated  in  the  yards.  The  exhalations  from 
the  river,  whatever  injury  they  may  cause  to  the  public  health,  do 
not  seem  particularly  to  give  rise  to  enteric  fever  amongst  the 
inhabitants  of  the  quays. 

One  reason  why  we  might  expect  to  find  a  greater  prevalence  of 
enteric  fever  in  the  gravel  is  the  fact  that  it  lies  at  a  lower  elevation 
than  the  clay,  and  in  many  places  rises  scarcely  above  high  water 
in  the  river  and  its  estuary.  The  gravels  in  Dublin  are^  in  fact, 
water-logged  for  a  large  portion  of  the  twenty-four  hours.  The 
mouths  of  all  the  main  sewers  that  discharge  their  contents  into 
the  river  are  furnished  with  valvular  tidal  gates,  which  close 
automatically.  When  the  tide  rises  to  a  certain  height,  the  sewers 
which  enter  the  river  below  the  bridges  are,  on  the  average,  dosed 
for  more  than  twelve  hours  daily.  During  this  time  all  the  sewage 
entering  the  sewers  from  houses  and  other  places  remains  therein, 
except  in  the  case  of  some  of  the  easterly  sewers  which  are  con- 
nected with  pumping  stations.  It  is,  however,  not  only  the  flow 
of  sewage  which  is  arrested  for  many  hours  daily — ^the  sub-soil 
water  in  the  gravel  in  the  low-lying  localities  is  prevented  from 
flowing  seawards,  and  the  soil  always  is  more  or  less  water-logged. 
As  the  gravel  everywhere  interposes  between  the  day  and  the 
river,  the  whole  of  the  drainage  of  the  latter,  except  that  portion 
which  enters  the  sewersy  passes  into  the  graveL 
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Examiner  in  Physiology,  Boyal  CoUege  of  Burgeons  in  Ireland,  late  Szaminer 
in  Hygiene  ;  Surgeon  to  St  Miobael's  Hospital,  Kingstown. 

[Read  in  the  Section  of  State  Medicine^  April  6, 1888.] 

This  charming  health-resort,  so  natarallj  well  situated  on  the 
shores  of  Bantry  Bay,  has  of  late  years  become  much  more  easy  of 
access  than  hitherto.  Yet  how  many  there  are  who  seem  to  be 
unaware  oi  its  existence,  and  of  the  climatic  advantages  which  it 
offers.     Glengarriff  is  one  of  the  bright  sunny  spots  in  this  island, 

•  where  nature  has  been  most  lavish  in  bestowing  her  choicest  gifts. 
To  speak  of  its  scenic  attractions  is  to  divert  attention  from  the 
point  upon  which  it  lays  claim  (and  that  a  strong  claim)  to  the 
notice  of  the  health-seeker  and  the  invalid. 

Glengarriff  supplies  a  want  long  felt  in  Ireland,  where  the 
sufferer  recovering  from  a  long  tedious  illness  may  find  a  climate 
mild,  equable,  and  yet  invigorating — a  climate  similar  and  in  many 
respects  preferable  to  that  of  Torquay,  Bournemouth,  or  the  Isle 
of  Wight,  a  locality  now  more  easOy  arrived  at,  and  completely 
sh^tered  from  the  east,  north,  and  north-west  winds.  The  climatic 
conditions  of  Glengairiff  have  been  considered  in  many  respects 
similar  to  those  of  Pan  in  the  south  of  France,  with  the  difference 
that  the  air  at  the  former  is  more  bracing,  and  not  so  relazing,  as 
that  experienced  at  the  French  health-resort.     One  incontestable 

•  and  striking  proof  of  the  mildness  of  the  climate  is  the  abundant 
and  forward  character  of  its  vegetation  ;  tender  fruit  trees,  which 
in  other  parts  of  Ireland  are  carefully  nursed  under  cover  during 

.  winter,  here  thrive  without  any  protection.     Grapes  ripen  in  the 

open,  and  on  every  side  are  to  be  met  the  rarest  and  most  delicate 

.  ferns  and  flowering  shrubs  of  all  kinds,  rarely  seen  outside  of  a 

;  conservatory  in  these  countries.     The  same  mi^y  be  said  of  table 
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produce;   the  potato  (that  faTotuite  Tegetabk  of  the  million  in 

Ireland)  planted  early  in  Febmaiy  is  ready  for  nse  in  Maj.    This 

fact  alone,  the  luxuriant  growth  of  the  vegetable  world  at  Glen- 

gtfrriff,  is  a  very  striking  illustration  of  the  exceptional  mildness 

of  the  climate,  and  silently,  though  impressively  and  eloquently, 

conveys  more  than  the  most   graphic   description  that  could  be 

given  of  this  health-restoring  and  charming  district.    Goldsmith's 

lines— 

**  Where  smiUiig  tpring  iti  earliert  visit  paid* 
And  parting  lainiDw't  lingering  bloom  delayed," 

may  aptly  be  applied  to  GlengarrifF. 

Glengarriff  is  protected  from  the  northerly  and  easterly  winds  by 
the  Caha  range  of  mountains,  from  the  westerly  winds  by  a  spur 
of  this  same  range,  the  ^  Sugar  Loaf,"  the  highest  mountain,  being 
about  1,900  feet  above  the  level  of  the  sea — ^ia  fact,  the  balmy 
south  wind  is  the  only  one  that  has  any  power  at  Glengarriff,  and 
that  comes  to  it  tempered  by  the  benign  influence  of  the  Gulf 
Stream.  The  biting  easterly  winds  that  are  experienced  in  the. 
early  spring  at  other  health-resorts  on  the  coast  of  Great  Britain 
and  Ireland  are  utterly  unknown  here,  and  the  invalid  in  the 
months  of  February  and  March  can  with  safety  avail  himself  of 
the  boon  of  outdoor  exercise,  the  air  being  genial  and  warm.  In 
the  early  spring  of  the  i»«sent  year  (February),  when  the  writer 
visited  Glengarriff,  the  thermometer  in  the  open  at  midday  in  the 
sun  registered  as  high  as  76^,  and  in  the  decline  of  the  afternoon 
never  went  below  58^,  and  so  mild  was  the  climate  in  the  evenings 
that  persons  were  enabled  to  sit  in  the  open  air  without  feeling  any 
discomfort  or  chilliness ;  we  were  experiencing  May  weather. 

Leaving  Dubtin  (Eingsbridge)  at  nine  o'clock  any  morning,  on^ 
.can  arrive  at  Glengarriff  at  seven  o'clock,  or  a  little  after,  in  the 
evening.  The  drive  from  Bantry  to  Glengarriff  is  very  picturesque 
and  beautiful,  the  road  skirting  the  borders  of  the  Bay  for  nearly 
all  the  distance.  During  the  winter  and  spring  months,  the  hotels 
will  send,  on  being  apprised,  most  comfortable  and  well-appointed 
closed  carriages,  and  during  the  summer  season  there  is  a  regular 
service  of  coaches  running  thron  h  from  Bantr    to  Glenfirarrifif, 
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Kenmare,  and  Killamey.  Some  jean  ago  the  joornej  to  Glengarriff 
was  looked  upon  as  well-nigh  an  impossiUe  task,  but  now  it  is  most 
easj  of  access^  and  it  seems  very  probable  that  within  the  next  few 
years  it  will  be  placed  in  direct  railway  communication  with  all 
parts  of  Irekmd.  The  hour  and  a  half  s  drire,  or  thereabouts, 
from  Bantry  to  Glengarriff,  will  be  found  by  the  inyalid  to  be 
undoubtedly  the  most  tedious  part  of  the  journey,  but  to  such 
persons  it  would  be  adyisable  to  rest  in  Cork  one  night,  and  go  on 
to  Bantry  and  Glengarriff  next  morning ;  the  rest  wiU  be  of  seryiooy 
and  the  drive  on  the  following  day  along  the  sheltered  shores  of 
Bantry  Bay  will  be  most  delightful  and  exhilarating. 

Since  Glengarriff  has  now  become  more  easy  (rf  access,  has  such 
good  hotel  accommodation,  and  can  offer  unusual  climatic  advan* 
tages,  it  becomes  a  matter  for  earnest  consideration  whether  we 
are  justified  in  recommending  patients  (more  especiaHy  those 
suffering  from  pulmonary  affections)  to  places  removed  by  long 
distances  from  their  homesteads.  It  is  doubtful  whether  the 
invalid  is  compensated  for  the  loss  of  home  associations  and 
kindred  comforts  entailed  by  a  long  journey  to  the  Cmitinent. 
Here  we  have  a  district  surrounded  on  all  sides  by  high  diains  of 
mountains,  and  protected  from  all  the  cold  and  biting  winds,  open 
only  to  the  balmy  wind  from  the  south,  with  an  annual  mean  tem- 
perature of  52^,  a  winter  mean  temperature  of  46%  an  unusual 
amount  of  sunshine,  a  mild  and  equable  climate,  as  evidenced  by 
the  luxurious  character  of  the  vegetable  world,  and  hotel  accom- 
modation of  the  best  class — in  fine,  a  Madeira  in  Ireland.  It  is 
surely  well  worth  our  while  to  turn  our  earnest  attention  to  the 
advantages  so  manifestly  derivable  from  a  health-resort  so  near 
home,  and  possessing  so  many  natural  advantages. 

There  can  be  no  question  of  the  suitability  of  Glengarriff  as  a 
residence  for  invalids  in  the  winter  and  spring  time  of  the  year ; 
its  unusually  mild  and  equable  climate  renders  it  a  most  desirable 
residence  for  sufferers  from  bronchial  affections,  consumptive  and 
asthmatic  patients  specially  deriving  great  benefit  and  relief  from 
a  sojourn  there.  Rheumatic  and  gouty  patients  requiring  a  high 
temperature  and  a  minimum  of  variability  of  weather  wiU  derive 
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considerable  relief  daring  the  winter  months  from  a  visit  to  Glen* 
garriff.  To  the  latter  class  of  sufferers  the  climate  offers  very 
many  adyantages ;  to  the  consumptive  invalid,  the  sun  heat  in  the 
winter  and  spring  time  of  the  year,  permitting  on  most  days  open* 
air  exercise,  is  invaluable ;  in  the  majority  of  such  cases  the  advent 
to  Glengarriff  is  marked  by  an  increased  appetite,  a  disappearance 
of  night  perspiration  and  fever,  and  an  improvement  in  the  wholo 
constitution ;  and  I  do  not  hesitate  to  say  that  in  cases  of  con« 
snmption,  or  where  there  is  a  tendency  to  that  disease,  the  climate 
and  sheltered  situation  of  Glengarriff  have  very  marked  and  un- 
rivalled advantages,  surrounded  as  it  is  on  the  north,  east,  and 
west  by  lofty  ranges  of  mountains,  and  thus  protected  from  the 
harsh  and  biting  east  and  north  winds.  The  absence  of  foggy 
weather  is  also  remarkable,  and  to  the  bronchial  sufferer  this  is 
most  important,  as  the  baneful  effects  of  fogs  on  pulmonary  diseases 
are  well  known.  It  is  a  remarkable  coincidence  that  comparatively 
few  cases  of  phthisis  and  other  affections  of  the  chest  and  throat 
occur  at  Glengarriff  and  the  surrounding  districts. 

Dr.  Blennerhasset  stated  some  years  ago  that  in  his  dispensary 
practice  he  had  only  one  consumptive  case  in  2,000,  and  out  of 
163,000  patients  the  number  who  laboured  under  phthisica.!  disease 
was  85.  He  added  that  this  malady  was  still  rarer  among  the 
gentry,  and  that  the  progress  of  the  disease  was  slower  than  was 
usual  elsewhere.  The  late  Dr.  Alfred  Hudson,  of  Dublin,  Physician 
to  the  Queen  in  Ireland,  bore  testimony  to  the  superior  claims  of 
Glengarriff  as  a  winter  and  spring  health-resort  as  follows : — '^  I 
first  became  acquainted  with  Glengarriff  many  years  ago,  when 
suffering  from  an  obstinate  laryngeal  cough,  which,  however,  rapidly 
yielded  to  the  influences  of  its  mild  climate.  Since  then  I  have 
induced  many  invalids  to  resort  to  it,  and  with,  I  may  say,  decided 
advantage  in  every  instance.^ 

The  late  Dr.  Hayde'n,  Vice-President  of  the  King  and  Queen's 
College  of  Physicians,  Ireland,  whose  accurate  information  about 
disease  and  whose  observant  mind  are  well  remembered,  referring 
to  Glengarriff,  says : — '*  Few  wants  are  more  sensibly  felt  in  Ireland 
than  that  of  a  suitable  health-resort,  to  which,  without  submitting 
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to  the  pain  and  inconvenience  of  leaving  their  own  country,  those 
suffering  from  chronic  or  recurrent  affections  of  the  respiratorj 
ergans  may  have  recouree  during  the  winter  and  earlj  spring 
months. 

**  A  locality  easy  of  access^  sheltered  from  the  east,  the  north, 
Imd  north-west  winds,  presenting  fine  natural  scenery  under  its 
most  attractive  form  of  mountain,  wood,  and  water  combined  ill 
due  proportion,  enjoying  a  warm,  equable,  pure  and  dry  air,  and 
affording,  at  a  moderate  expense,  all  the  advantages  of  a  comfort* 
able  home,  with  adequate  provision  for  active  exercise  out  of  doors^ 
free  from  the  ordinary  dangers  of  exposure,  would  supply  the 
requisites  of  an  establishment  such  as  I  contemplate. 

^'  Glengarriff  has  been  highly  favoured  by  nature,  and  possesses, 
in  a  pre-eminent  degree,  the  conditions  essential  to  a  site  for  A 
winter  residence." 

Dr.  Gilbart  Smith,  Physician  to  the  Royal  Hospital  for  DiMasee 
of  the  Chest,  London,  thus  speaks  of  Glengarriff  as  a  winter 
health-resort.  As  will  be  noticed,  he  refers  personally  to  the  benefits 
he  himself  received  here :— *'*  I  know  many  who  have  gained  con- 
siderable advantage  there,  but  I  can  from  personal  experience  beat 
my  testimony,  as  some  years  ago,  when  in  a  state  bordering  on 
consumption,  I  derived  very  great  benefit  from  a  two  months'  happy 
sojourn  at  the  Eccles  Hotel. 

**  To  that  class  of  diseases  of  the  chest  which  requires  a  winter 
residence  in  a  warm  and  moist  atmosphere,  the  climate  of  Glen- 
garriff presents  unrivalled  qualifications*" 

Referring  to  the  comparatively  few  ntunber  of  cases  of  con*> 
sumption  at  Glengarriff  iind  the  district  surrounding  it,  it  is 
worthy  of  note  that  in  an  interesting  paper  read  by  the  Registrar- 
General  for  Ireland  at  the  Royal  Academy  of  Medicine  in  May, 
1887,  it  was  shown  that  there  were  two  principal  centres  of  excess 
of  consumption  on  the  eastern  side  of  Ireland^^namely,  Belfast 
and  Dublin— and  the  two  principal  centres  of  low  prevalence  on 
the  western  side  were  Mayo  and  Kerry;  the  rate  of  mortality 
from  consumption  in  the  Eenmare  Union  being  as  low  as  9*2,  and 
in  the  Bantry  Union  (in  which  Glengarriff  is  situated)  only  11*8 
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per  10,000  of  the  mean  population.  It  vrat  farthermore  noticed 
that  where  the  rainfall  was  greatest  the  mortality  from  consump- 
tion was  least,  and  that  where  the  di£Ferences  in  temperature  were 
greatest  there  it  prevailed  the  most.  The  average  annual  death- 
rate  from  diseases  of  the  respiratory  organs  during  the  years  1871 
to  1880  in  the  Bantry  Union  was  28-8  per  10,000  of  the  popnla- 
tion,  and  the  death-rate  from  all  causes  during  the  year  1887  in 
the  Glengarriff  district  was  only  1 1*0  per  1,000— Ht  low  death-rate. 

It  is  generally  accepted  that  the  climate  of  any  particular  district 
is  mainly  regulated  by  the  influence  of  the  wind,  and  is  further- 
more influenced  by  its  height  above  sea  level.  If  the  locality  is 
sheltered  from  cold  winds  by  ranges  of  mountains  or  extensive 
woods,  and  at  the  same  time  is  open  to  winds  blowing  from  a 
warm  point,  and  has  a  southern  aspect,  it  possesses  all  the 
advantages  and  conditions  of  a  winter  health-resort.  Glengarriflf 
possesses  these  favourable  conditions  in  an  eminent  degree. 

In  noticing  the  climate  of  Glengarriff,  mention  has  been  made 
of  the  forward  character  of  the  vegetation.  Frequently  the  obser- 
vations founded  on  the  thermometer  are  open  in  many  ways  to 
error,  and  from  a  variety  of  circumstances  may  deceive  the  most 
careful  observer.  It  is  not  so  with  the  vegetable  world.  It  cannot 
so  easily  deceive)  temperature  is  simply  a  matter  of  life  and 
death  to  plants,  shrubs,  flowers,  Ac.,  and  they  reveal  much 
more  than  mere  temperature,  for  they  derive  their  very  existence 
and  luxuriance  from  moisture  or  dryness,  from  wind  or  calm,  and 
from  the  character  of  the  soil  from  which  they  take  their  growth* 
A  continued  and  careful  observation  made  for  some  years  by  a 
reliable  local  observer  of  the  trees,  flowers,  shrubs,  and  fruit,  and 
their  forward  growth  in  the  early  spring  months  of  February  and 
March,  afford  a  strong  and  undeniable  proof  of  the  mildness  and 
equability  of  the  climate  at  Glengarriff. 

It  is  much  to  be  regretted  that  no  regular  and  continued 
meteorological  observations  have  been  taken  at  Glengarriff.  The 
nearest  meteorological  station  is  Valencia,  which  is  about  thirty 
miles  distant  and  to  the  north-west.  The  mean  annual  tempera- 
ture at  Valencia  for  the  years  1^85,  1886,  and  1887,  was  51-1^; 
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and  from  a  series  of  observations  made  some  three  years  ago  the 
mean  annual  temperature  at  Glengarriff  was  52*0^,  which  is  higher 
than  the  mean  annual  temperature  of  Torquay — 51*1^;  Ventnor^ 
51*9^;  and  Bournemouth,  51*2^  The  average  annual  rainfall  is 
between  40  and  45  inches. 

The  harbour  at  Glengarriff  is  probably  one  of  the  most  pictu* 
resque  sheets  of  water  to  be  met  with  in  the  South  of  Ireland. 
It  is  studded  over  with  an  innumerable  number  of  verdure-clad 
islets,  each  one  presenting  peculiar  beauties  of  its  own.  Chief 
amongst  the  number  is  the  island  of  Garinish,  surmounted  by  a 
fort  and  martello  tower.  Possibly  the  finest  view  of  the  bay  and 
harbour  is  that  from  a  hill  on  the  Bantry  side  of  Roche's  Royal 
Hotel,  from  the  summit  of  which  a  splendid  view  is  obtained  of 
the  numerous  islets,  some  thirty  in  number,  the  £ocles  Hotel, 
Glengarriff  Church,  a  large  portion  of  Bantry  Bay,  the  fine  range 
of  hills  lying  between  Bantry  Bay  and  Dunmanus  Bay,  including 
Mount  Gabriel,  the  whole  range  of  the  Caha  mountains,  &c. 
Another  equally  fine  view  is  that  from  the  pleasure-grounds  in  the 
rere  of  the  Eccles  Hotel,  This  affords  a  somewhat  different 
aspect,  as  picturesque  as  the  preceding.  Within  the  grounds 
of  Roche's  Hotel  are  some  charming  walks,  sheltered  and 
leading  down  to  the  water's  edge,  presenting  here  and  there  the 
most  fanciful  and  picturesque  views.  There  are  prettily-situated 
waterfalls  in  the  midst  of  a  dense  wood,  the  upper  one,  the  smaller 
of  the  two,  being  crossed  by  a  rustic  bridge,  which  adds  consider* 
ably  to  the  beauty  of  the  scene. 

Glengarriff  has  two  hotels,  both  exceedingly  well  managed  and 
very  comfortable.  It  is  no  exaggeration  to  say  that  it  would  be 
difficult  to  find  their  equal  in  the  kingdom.  They  are  both  most 
beautifully  situated,  and  possess  every  modern  convenience  that 
the  most  fastidious  traveller  can  desire.  During  the  early  spring 
months  the  Eccles  Hotel,  being  situated  in  the  valley  and  sur- 
rounded on  all  sides  by  hills,  is  perhaps  the  most  suitable  for  the 
invalid ;  its  sheltered  position  is  more  particularly  an  advantage  to 
the  bronchial  sufferer  at  this  season  of  the  year. 

Roche's  Royal  Hotel,  charmingly  situated  within  its  own  grounds 
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and  Btanding  on  an  eminence,  has  the  advantage  as  a  residence  al 
the  other  seasons  of  the  year ;  its  elevated  though  well-protected 
position  renders  it  •more  bracing  and  invigorating,  and  not  so 
relaxing;  besides,  it  commands  some  of  the  finest  views  of  the 
scenery  around  Glengarriff.  At  both  hotels  boarders  are  taken  at 
a  moderate  tariff  during  the  winter  and  spring  months. 

The  absence  of  a  resident  medical  man  was  up  to  the  present 
time  rather  a  hindrance  to  the  recommendation  of  invalids  to 
Glengarriff,  but  the  guardians  of  the  Bantry  Union  are  now  erect- 
ing a  house  for  a  doctor  in  the  most  central  situation,  so  that  in 
the  future  medical  assistance  will  be  near  at  hand. 

There  is  a  very  good  service  of  trains  between  Cork  and  Bantry, 
but  the  need  of  a  direct  communication  at  Cork  between  the  two 
railway  termini  is  very  apparent.  If  this  connection  were  made,  it 
would  be  of  very  great  advantage,  and  a  decided  boon  to  the 
travelling  public 

Dr.  Adderley,  the  local  medical  officer,  informs  me  that  the 
mortality  from  diseases  of  the  chest  is  very  small,  and  that  cases 
of  phthisis  are  very  rare.  Twenty-four  of  the  thirty-two  deaths 
registered  during  the  year  1887  averaged  seventy-nine  years,  and 
diseases  of  an  epidemic  character  were  altogether  absent. 

Glengarriff  possesses  in  a  superlative  degree  all  the  conditions 
essential  to  a  health-resort  of  the  first  order,  and,  as  a  winter  and 
spring  residence,  it  has  very  few  equals  (if  any)  in  these  countries. 
Well  might  Thackeray  exclaim — "  What  sends  picturesque  tourists 
to  the  Rhine  and  Saxon  Switzerland,  when  at  Glengarriff  there 
is  a  country  the  magnificence  of  which  no  pen  can  give  an  idea  ? 
Were  such  a  bay  lying  upon  English  shores,  it  would  be  a  world's 
wonder." 
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NOTES  OF  SOME  NERVE  ANOMALIES. 
By  AMBBOSE  BIRMINGHAM,  M.B. ; 

Profenor  of  Anatomy,  Gatholio  UniTinity,  Ireland. 
[Be»d  before  the  Section  of  Anatomy  and  Physiology,  January  6,  1838.] 

I  BRiNO  the  foUowing  notes  of  cases  of  nervous  anomalies  before 
the  Section  of  Anatomy  and  Physiology,  in  the  hope  that  they  maj 
be  of  some  interest,  either  from  their  rarity  or  from  their 
peculiarities :— ^ 

Case  I. — ^The  first  case  is  a  spinal  accessory  nerve  ending  in  the 
stemo-mastoid  without  giving  any  branches  to  the  trapezius.  The 
nerve  was  smaller  than  usuaL  This  fact  at  first  attracted  my  atten- 
tion. On  careful  dissection,  I  found  that  it  broke  up  in  the  muscle 
without  sending,  as  far  as  I  could  make  out,  a  single  filament  to 
the  trapezius,  which  was  supplied  by  branches  from  the  third  and 
fourth  cervical  nerves.  Dr.  Cumow,  in  the  Journal  of  Anatomy 
and  Physiology  for  1878,  describes  a  condition  similar  to  the  above ; 
and,  further,  in  the  same  paper,  he  relates  a  case  in  which  the 
spinal  accessory  nerve  divided  into  two  parts— one  pierced  the 
stemo-mastoid  and  ended  in  it,  the  odier  passed  backwards,  super- 
ficial to  the  muscle,  joined  a  branch  of  second  cervical,  and,  with 
another  branch  coming  from  the  fourth  cervical,  supplied  the 
trapezius.  I  also  have  found  two  subjects  in  which  there  was  an 
almost  similar  condition  of  the  spinal  accessory ;  but  in  my  cases 
the  branch  of  the  nerve  to  the  trapezius  passed  backwards  under 
cover  of,  instead  of  superficial  to,  the  sterno-mastoid.  From  his  two 
cases,  Dr.  Cumow  infers  that  the  trapezius  is  supplied  solely  by 
the  cervical  fibres  of  the  spinal  accessory — a  very  probable  con- 
clusion. Unfortunately  he  makes  no  mention  of  an  examination  of 
the  cervicfd  portion  of  the  spinal  cord,  with  the  condition  of  the 
origin  of  the  spinal  accessory  from  it.  Such  an  examination  would 
be  of  the  highest  interest  in  these  cases.  I,  too,  unfortunately,  had 
not  an  opportunity  of  making  an  examination  of  the  cord. 
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I  can  find  no  other  reeord  of  a  similar  oondition  of  the  spinal 
accesflorj  nerve. 

Cask  IL— Another  abnormality  which  maj  be  worthj  of  record 
18  one  in  which  the  place  of  the  buccal  branch  of  the  fifth  nerve 
was  taken  bj  a  large  nerve  springing  from  the  orbital  branch  of 
the  superior  maxillaiy  division  of  fifth,  which  pierced  the  outer 
wall  of  the  orbit,  ran  down  on  the  tuberosity  of  the  superior 
maxilla,  and  broke  up  on  the  buccinator  into  many  twigs,  which 
were  distributed  in  the  same  way  as  a  normal  long  buccal  nerve. 
At  first  sight  I  thought  this  nerve  came  from  the  anterior  temporal 
branch  of  the  inferior  maxillary  in  the  temporal  fossa,  a  condition 
of  things  which  is  described  by  Cruveilhier ;  but  on  careful  dissec- 
tion it  proved  to  be  a  nerve  having  the  origin  and  running  the 
course  detailed  above.  Remembering  the  fact  that  the  long  buccal 
is  sometimes  replaced  by  a  branch  of  the  superior  maxiUary, 
notably  by  part  of  the  posterior  superior  dental,  I  considered  that 
the  nerve  which  I  have  described  corresponded  to  such  a  branch 
arising  further  back  than  usual.  Professor  Sir  William  Turner 
saw  the  buccal  arise  from  the  inferior  dental  in  the  canal.  It  has 
also  been  seen  (Gaillet)  arising  directly  from  the  Gasserian 
ganglion. 

Case  III. — This  was  a  large  nerve  distributed  to  the  skin  of  the 
upper  half  of  the  inner  aspect  of  the  thigh.  It  arose  by  two  roots, 
one  from  the  back  of  the  sacral  plexus  deriving  its  fibres  from  the 
second  sacral  nerve ;  the  other  also  from  the  back  of  the  plexus,  a 
little  lower  down,  corresponding  to  the  third  sacral.  In  size  it  was 
larger  than  the  normal  long  pudendal ;  it  pierced  the  great  sacro- 
sciatic  ligament,  ran  downwards  over  the  tuberosity  of  the  ischium, 
crossing  the  long  pudendal  and  communicating  with  it ;  lower  down 
it  broke  up  into  numerous  branches  which  were  distributed  to  the 
skin  on  the  inner  aspect  of  the  upper  half  of  the  thigh  over  a 
region  usually  supplied  by  the  small  sciatic,  and  perhaps  by 
branches  of  the  internal  cutaneous  of  anterior  crural.  All  the 
other  nerves  of  the  region  were  normal.  I  consider  the  branch 
described  part  of  the  small  sciatic  which  was  disassociated  from 
the  rest  of  the  nerve :  it  derived  its  fibres  from  the  same  sacral 
nerves  as  the  small  sciatic. 

Case  IV. — Nerve  supply  of  an  axillary  muscular  arch  (Achsel- 
bogen). — Last  year,  while  dissecting  an  axilla,  I  found  a  particularly 
weU-developed  axillary  arch,  and  as  might  be  expected  (from  the 
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unasiial  development  of  the  arch),  I  fonnd  a  particularly  large 
nerve  supplying  it ;  indeed,  the  nerve  was  out  of  proportion  to  tlie 
size  of  the  arch.  On  following  up  the  nerve  it  was  found  to  oome 
direct  from  the  inner  cord  of  the  brachial  plexus,  between  the 
nerve  of  Wrisberg  and  the  internal  anterior  thoracic* 

Case  Y, '^Abnormal  small  occipital  nerve. — ^The  small  occipital  is 
sometimes  divided  into  two  parts  which  run  the  course  of  the  un- 
divided  nerve.  This  winter  I  found  a  smaU  occipital  divided  in 
this  fashion.  One  branch  followed  the  course  of  the  normal  nerve 
along  the  back  of  the  stemo-mastoid ;  the  other  passed  obliquely 
across  the  occipital  triangle,  got  under  the  trapezius,  pierced  it 
about  three-quarters  of  an  inch  from  its  anterior  border  and  two 
inches  from  its  insertion,  and  then,  without  giving  any  branches  to 
the  muscle,  the  surrounding  structures,  or  forming  any  connections, 
it  again  crossed  the  occipital  triangle  obliquely,  joined  the  back  of 
the  sterno-mastoid,  and  ran  to  its  distribution  with  the  other  branch. 
Why  the  nerve  ran  this  peculiar  course  it  is  hard  to  say.  It  gave 
off  no  branches  in  the  reflected  part  of  its  course,  and  it  seemed  to 
be,  when  dissected,  simply  a  nervous  cord  passing  through  a  pulley 
in  the  trapezius.  A  somewhat  similar  condition  has  been  described, 
but  the  trapezius  was  pierced  near  its  insertion,  and  the  nerve  was 
not  reflected  forwards  to  the  stemo-mastoid. 

Case  VI. — Abnormal  nerve  of  [Frw&ery.— Three  times  I  have 
found,  after  careful  dissection,  the  nerve  of  Wrisberg  absent  as  a 
branch  of  the  brachial  plexus,  and  its  place  taken  by  a  nerve  which 
was  apparentiy  the  lateral  cutaneous  of  the  first  intercostal  nerve. 
On  following  this  nerve  backwards  it  was  found  to  come  from  the 
anterior  primary  division  of  the  first  dorsal,  coming  off  close  to  the 
intervertebral  foramen,  between  the  first  intercostal  and  the  branch 
of  the  first  dorsal  which  goes  to  the  brachial  plexus.  From  its 
origin  it  ran  outwards  immediately  under  the  pleura  covering  the 
first  intercostal  space,  and  pierced  the  muscles  opposite  the  middle 
of  the  axilla.  In  its  further  distribution  it  corresponded  to  a  normal 
norve  of  Wrisberg. 

*  Since  I  read  this  paper  I  have  shown,  in  a  paper  on  the  Homology  of  the 
Achaelbogeoy  &c.,  read  before  the  Academy  m  March,  1888,  that  the  aziUary 
ranscular  arches  are  normally  supplied  by  a  bnuich  of  the  internal  anterior 
thoracic  nerrcb 


ON  THE  DISTRIBUTION  OF  THE  CUTANEOUS 
NERVES  ON  THE  DORSUM  OF  THE  HUMAN 
HAND. 

By  H.  St.  JOHN  BROOKS,  M.D.; 

Chief  Demoiuiirator  of  Anatomy  In  the  Univenity  of  Duhlio. 
[Bead  in  the  Section  of  Anatomy  and  Physiology,  January  6, 1888.] 

In  the  commencement  of  the  present  Session  (1887-88),  I  was  led 
to  inyestigate  the  anatomy  of  the  cutaneous  nerves  on  the  dorsum 
of  the  hand  by  some  passages  I  had  met  with  in  Ldti^vant*s 
'*  Treatise  on  Sections  of  Nerves.**  In  his  preface,  this  author  states 
that  after  section  of  a  nerve-trunk,  sensation  is  never  completely 
lost  in  the  area  of  distribution  of  the  divided  nerve — a  certain 
amount  of  sensibility  always  persists.  L^ti^vant  explains  this  by 
the  part  played  by  '^  anastomoses"  and  by  ^*  ^branlement  des  papilles 
k  distance. ***  Communications  between  nerves  or  '*  anastomoses** 
afford  a  very  inadequate  explanation  of  many  of  the  phenomena 
which  this  great  nenrotomist  describes  in  his  book ;  and  although 
the  supposition,  that  distant  nerve-endings  can  be  affected  by  shock 
transmitted  through  the  skin,  may  throw  some  light  on  the  per- 
sistence of  sensibility  in  the  area  of  distribution  of  a  divided  nerve, 
it  entirely  fails  to  explain  the  fact  that  the  partial  loss  of  sensation 
sometimes  extends  beyond  the  limits  which  should  be  reached  by 
the  ultimate  twigs  of  the  nerve  which  has  been  cut,  if  the  accounts 
given  in  anatomical  text  books  are  correct*     A  striking  example 

*  Traits  dei  Sections  Nenreoflee.  Paris,  1878.  "Malgr^  la  section  dnn 
nerf  il  reste  tonjonrs,  dans  sa  r^on,  de  la  sensibility,  qnand  la  division  a  port^ 
BUT  nn  nerf  sensitif  ;  .  .  . "— Pireface,  p.  xiv,  "  On  ne  sanrait  nier,  certes, 
le  role  des  anastomoses  ;  il  oonvient  mdme  d'insister  snr  leur  importance.  Mais, 
dies  lliomme,  il  y  a,  de  plus,  ime  perception  des  sensations  tactiles  par  Aran- 
lement  des  papilles  k  distance.**— Ibid,  p.  ztI. 
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of  thiB  is  shown  in  Fig.  6,*  where  the  fourth  and  fifth  fingers  are 
seen  to  be  considerably  affected  by  section  of  the  muscnlo-spiral 
nerve. 

Having  incidentally  observed,  in  the  course  of  my  usual  work  in 
the  dissecting-room,  that  the  twigs  of  the  radial  and  ulnar  nerves 
occasionally  crossed  one  another,  or  overlapped  in  their  distribution, 
on  the  dorsum  of  the  hand,  it  occurred  to  me  that  the  phenomena 
observed  after  section  of  nerves  might  be  explained  by  something 
more  than  mere  anastomoses,  that  it  was  pos^ble  that  a  given  area 
of  skin  might  be  very  commonly  supplied  by  twigs  from  two 
different  nerves.  I  was  at  that  time  unaware  that  R.  Jacob!  ^  had 
already  advocated  a  similar  theory  in  regard  to  the  '^collateral 
innervation  of  the  skin."  As  I  believed  that  by  means  of  special 
dissection  it  would  be  possible  to  trace  the  nerves  nearly  to  their 
terminations,  I  proceeded  as  follows  :•<— After  securing  the  trunks 
of  the  palmar  digital  branches  of  the  median  and  ulnar  nerves,  and 
also  the  radial,  the  dorsal  branch  of  the  ulnar  and  the  external 
cutaneous  branch  of  the  musculo*spiral,  I  proceeded  to  remove  the 
skin,  8i^>erficial  and  deep  fascia,  with  the  nerves  included,  from  the 
back  of  the  hand  and  from  the  fingers.  A  longitudinal  incision 
was  made  along  the  centre  of  each  finger  on  its  volar  aspect,  the 
skin  reflected  towards  the  dorsum,  and  the  nails,  with  as  much  of 
their  matrix  as  possible,  were  also  retained  in  connection  with  the 
skin.  The  skin  was  then  pinned  down,  with  the  deep  surface 
upwards,  in  a  cork-lined  tray,  and  the  nerves  followed  out  under 
water.  The  first  hand  that  I  examined  in  this  way  was  somewhat 
disappointing,  inasmuch  as  the  amount  of  crossing  of  the  nerves 
was  inconspicuous.  The  second  example,  however,  showed  con- 
siderable intercrossing  of  the  radial  and  ulnar  nerves,  and  I 
therefore  determined  to  make  every  effort  t»  ascertain  the  ultimate 
distribution  of  their  twigs.  The  dissection  occupied  about  tw^Qty- 
fiix  hours,  and  the  result  is  shown  in  Fig.  K    As  the  nerves  were 

*  Op.  cit..  p.  105.  This  figure  has  been  reproduced  iQ  the  aooompanying 
plate.    See  Fig.  5. 

b  <<£m  merkwUrdiges  SenaibilitatsphanomeQ."  Von  Dr.  Bud.  Jacobi. 
Berliner  klin.  Woohenschrift^  6  \ind  20  Jam,  1887. 
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disaected  in  connection  with  the  skin,  it  has  been  thought  better  to 
represent  them  in  the  drawing  in  this  way  rather  than  to  show 
them  in  relation  to  the  fascia  and  tendons,  as  is  the  more 
usual  practice.  In  determining  the  exact  positions  of  the  various 
branches,  the  following  three  points  were  observed : — 1.  The  folds 
corresponding  to  the  metacarpo-phalangeal  and  inter-phalangeal 
articulations.  2.  The  clefts  between  the  fingers.  3.  The  usual 
position  of  the  larger  branches  as  determined  from  hands  dissected 
in  the  ordinary  way.  To  insure  accuracy,  pins  were  thrust  through 
the  centre  of  each  of  the  skin-folds.  The  nerves  were  at  first 
drawn  as  they  i4>peared  in  the  dissection,  and  afterwards  reversed 
and  transferred  on  to  a  drawing  made  from  the  hand  of  another 
subject,  which  was  selected  for  the  purpose  on  account  of  its 
similarity  to  the  one  in  which  the  nerves  were  dissected.  The 
following  points  will  be  observed : — 1.  The  dorsal  branches  of  the 
ulnar  and  radial  nerves  intercross  for  the  space  of  three  fingers ; 
the  basal  parts  of  the  index,  middle  and  ring  fingers,  and  a  con- 
siderable part  of  the  skin  of  the  dorsum  of  the  hand  are  thus  shown 
to  have  a  double  nerve-supply.  2.  The  smaller  twigs  always  cross 
on  a  plane  superficial  to  the  larger  branches.  8.  The  communica- 
tions or  anastomoses  are  inconsiderable  (in  this  case),  while  the 
nerves  freely  cross  one  another.  4.  Speaking  generally,  the  radial 
nerve  retreats  for  the  space  of  one  joint  as  it  advances  from  the 
radial  to  the  ulnar  side,  and  the  ulnar  behaves  in  a  similar  manner 
in  its  course  from  the  ulnar  to  the  radial  side  ;  thus  the  radial 
nerve  reaches  the  ungual  phalanx  of  the  thumb,  the  distal  inter- 
phalangeal  joint  of  the  index  finger,  the  proximal  inter-phalangeal 
articulation  of  the  middle,  and  the  metacarpo-phalangeal  joint  of  the 
ring  finger.  The  dorsal  branch  of  the  ulnar  supplies  the  skin  about 
the  nail  of  the  little  finger,  and  gradually  becomes  more  and  more 
proximal  in  its  distribution  until  it  reaches  the  index  finger. 

The  advantages  of  the  method  employed  are  obvious.  As  the 
ends  of  the  nerves  are  fixed  in  the  skin,  they  are  maintained  in 
position,  and  also  the  fine  twigs  are  preserved  which  would  inevi- 
tably be  removed  in  skinning  the  subject  in  the  ordinary  way. 
This  mode  of  tracing  cutaneous  nerves  has  been  often  employed, 

2  a 
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and  it  appears  to  have  been  a  favourite  method  with  Henle.*  I  am 
not  aware,  however,  if  the  nerves  of  the  dorsum  mands  have  been 
previously  treated  in  this  way  under  vooUp.  When  the  preparation 
is  placed  under  water  and  traction  is  made  on  die  trunks  of  the 
radial  and  ulnar  nerves  alternately,  the  general  diBtribution  of  each 
nerve  and  many  of  the  finer  branches  can  be  seen  without  further 
dissection ;  this  applies  more  particularly  to  the  back  of  the  hand  ; 
in  the  fingers,  on  account  of  the  tough  and  opaque  nature  of  the 
fascia,  the  results  f^e  not  so  good* 

I  have  examined  the  nerves  by  the  above  method  in  six  hands, 
and  have  also  succeeded  in^seeing  the  crossing  of  the  nerves  in  four 
other  hands,  which  I  dissected  in  the  ordinary  way.  In  another  of 
the  six  cases  dissected  under  water  I  found  the  radial  and  ulnar 
nerves  crossing  in  their  distribution  to  the  extent  of  three  fingers 
(index,  middle,  and  ring) ;  in  the  others,  the  area  of  skin  thus 
doubly  supplied  was  much  smaller;  in  one  case  being  not  more  than 
a  quarter  of  an  inch  in  breadth.  While  regarding  the  amount  of 
crossing  of  the  two  nerves  which  is  displayed  in  Fig.  1,  as  unusually 
large,  I  am  inclined  to  think  that  the  amount  of  skin  on  the  back 
of  the  fingers,  which  is  supplied  by  the  dorsal  digital  nerves,  is 
fairly  typical.  In  ^v^  of  the  ten  cases,  the  dorsal  branches  of  the 
ulnar  nerve  were  traced  to  the  nail  of  the  little  finger,  and,  from 
the  size  of  the  nerves,  they  probably  extended  equally  far  in  the 
other  fiy^  cases  also.  In  the  thumb,  as  is  well  known,  the  branches 
of  the  radial  regularly  extend  as  far  as  the  nail.  In  the  index  and 
ring  fingers,  I  found  that  the  dorsal  nerves  usuaUy  reached  the 
second  inter-phalangeal  joint.  In  the  middle  finger  the  dorsal 
nerves  generally  extend  only  as  far  as  the  first  inter-phalangeal 
articulation ;  but  in  one  case  I  found  a  branch  of  the  ulnar  nerve, 
and  in  another  subject,  a  combined  branch  of  the  ulnar  and  radial 
nerves,  reaching  as  far  as  the  ungual  phalanx  of  this  digit. 

In  Fig.  2^  of  L^ti^vant's  book,  the  dorsum  of  the  ungual  phalanx 
of  the  thumb  is  shown  to  be  profoundly  affected  by  section  of  the 
median  nerve.    This  led  me  to  pay  particular  attention  to  the 

*  Handbuch  der  Nervenlehre.    1879.    Fig.  265,  286»  291  a.  292. 
^  This  figure  is  reproduced  in  the  acoompanyiDg  plate.    See  Fig.  6. 
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distribution  of  the  palmar  digital  branches  of  the  median  to  the 
thumb.  In  the  hand  from  which  Fig.  1  was  taken  I  conld  not 
follow  any  of  the  twigs  on  to  the  dorsal  surface ;  but  in  most  of  the 
other  cases  I  found  twigs  whidi  woald  amply  account  for  the  loss 
of  sensation  depicted  in  L^ti^vant's  figure.  In  three  cases  I  traced 
particularly  strong  branches  imder  the  thumb  nail,  and  found  them 
ramifying  in  the  bed  of  the  naiL  This  arrangement  is  shown  in 
Fig.  2.  The  twigs  from  the  median  passed  in  these  cases  under 
cover  of  a  ligamentous  band,  and  wound  round  the  ungual  phalanx, 
keeping  close  to  the  bone,  to  reach  the  dorsal  surface. 

In  Fig.  1  a  twig  from  the  external  cutaneous  branch  of  the 
musculo*spiral  is  shown  crossing  the  branches  of  the  ulnar  nerve ; 
in  two  of  the  other  five  cases  dissected  under  water  this  nerve  com* 
nninicated  with  branches  of  the  radial  just  below  the  wrist-joint. 
In  two  others  its  distribution  was  much  more  extensive.  In  one 
case  it  reached  the  metacarpo-phalangeal  articulation  of  the  little 
finger,  and  communicated,  in  this  situation,  with  one  of  the  branches 
of  the  ulnar  nerve.  In  the  other  example  it  was  as  large  as  one 
of  the  ordinary  dorsal  digital  branches  of  the  ulouG^  nerve,  and  it 
supplied  the  skin  on  the  dorsal  surface  of  the  base  of  the  proximal 
phalanx  of  the  ring  finger  and  extended  on  the  little  finger  as  far 
as  the  base  of  the  middle  phalanx  of  that  digit.  In  L^ti^vant's 
case  of  section  of  the  mnscnlo-spiral  nerve  (above  refeiTcd  to)  the 
little  finger  may  therefore  have  received  a  partial  supply  from  the 
external  cutaneous  branch  of  the  musculo-spiral. 

A  twig  of  the  musculo-cutaneous  nerve  was  in  one  case  found 
crossing  the  branches  of  the  radial  on  the  back  of  the  hand.  It  is 
well  known  that  the  musculo-cutaneous  nerve  communicates  with 
the  radial  on  the  back  of  the  wrist ;  in  one  subject  I  found  large 
branches  joining  the  branch  of  the  radial  which  supplies  the  radial 
side  of  the  thumb,  and  another  considerable  branch  joining  the 
division  of  the  radial  which  bifurcates  to  supply  the  adjacent  sides 
of  the  thumb  and  index  finger.  These  communications  from  the 
musculo-cutaneous  were  proportionally  of  sufficient  size  to  have 
taken  a  considerable  part  in  the  sensory  supply  of  the  dorsum  of  the 
thumb,  and  possibly  of  the  index  finger  also.     Dr.  David  Hepburn 
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has  recorded  a  caae  in  which  the  musculo-cutaneoiu  nerFe  coih 
8tituted  the  sole  supplj  of  the  radud  border  of  the  thumb,  and 
shared  with  the  uhiar  in  the  supply  of  the  ulnar  border  of  that 
digit,  the  radial  nerve  being  absent.* 

I  have  never  succeeded  in  following  the  internal  cutaneous  as 
far  as  the  back  of  the  wrist ;  it  stops  immediately  above  the  lower 
end  of  the  ulna. 

It  appears  from  the  above  facts  that  certain  areas  of  the  skin  on 
the  back  of  the  hand  may  be  supplied  by  no  less  than  three  nerves — 
viz.,  part  of  the  ring  finger  by  the  radial,  ulnar,  and  median 
nerves ;  a  small  area  below  the  ulnar  side  of  the  wrist  by  the  radial, 
ulnar  and  musculo-spiral  nerves,  and,  more  rarely,  a  very  limited 
area,  situated  more  towards  the  radial  side,  by  the  radial,  ulnar  and 
musculoH^utaneous  nerves.  It  also  appears  that  the  amount  of 
intercrossing  varies  very  greatly  in  different  hands. 

I  have  not  been  able  to  find  any  description  of  a  double  inner- 
vation of  the  skin  of  the  hand  in  the  literature  of  the  subject. 
Most  anatomists  do  not  even  hint  at  such  a  thing.  Henle,^  how- 
ever, figures  a  twig  of  the  ulnar  crossing  the  radial  for  a  very  short 
distance,  but  he  does  not  describe  it  in  the  text.  Ranney,<* 
referring  to  a  figure  representing  the  areas  of  distribution  of  the 
median,  ulnar,  and  radial  nerves  on  the  back  of  the  hand,  says  :•— 
^^This  diagram  limits  the  distribution  of  each  nerve  with  more 
positiveness  than  can  well  be  verified,  since  the  cutaneous  filaments 
of  two  nerves  may  supply  the  borden  of  any  of  these  regions,  as  the 
nerves  tend  to  overlap  each  other." 

With  regard  to  the  cutaneous  supply  of  the  fingers,  some  text- 
books have  represented  the  dorsal  digital  nerves  extending  uniformly 
as  far  as  the  ungual  phalanges  of  the  fingers ;  these  statements  do 
not  require  to  be  seriously  criticised.  In  '*  Quain's  Anatomy"  and  in 
the  German  text-books  the  dorsal  nerves  are  represented  as  extend, 
ing  to  the  nail  only  in  the  case  of  the  thumb ;  the  dorsal  branches 

*  JouTiL  of  Anat.  and  Phyi.    Vol.  XXI.,  p.  511. 
»  Op.  cit.     Fig.  291.,  p.  645. 

*  Applied  Anatomy  of  the  NervouB  Byatem.    By  A  L.  Ranney.    London. 
1881.    P.  411. 
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to  the  four  inner  digits  are  described  as  reaching  no  further  than 
the  first  inter-phalangeal  joint,  the  palmar  digital  nerves  curring 
round  beyond  that  point  to  supply  the  fingers  on  their  dorsal  aspect. 
Henle*  has  stated  very  positively  that  in  the  case  of  the  thumb 
the  palmar  (median)  twigs  do  not  reach  the  dorsum,  the  same  is 
asserted  by  Hilton,*'  and  also  by  Krausc^* 

Through  the  kindness  of  Mr.  Wheeler,  Surgeon  to  the  City  of 
Dublin  Hospital,  and  of  Mr.  Corley,  President  of  the  Royal  College 
of  Surgeons,  Ireland,  I  have  had  the  opp<Mtunity  of  examining  two 
cases  of  nerve  section  in  the  living  subject.  Case  I.  was  a  woman 
of  about  fifty  years  of  age,  in  whom  the  ulnar  nerve  had  been 
divided  above  the  elbow  in  May,  1887.  I  made  a  careful  examina- 
tion of  the  afiPected  hand  with  the  aesthesiometer,  and  I  have  shown 
the  result  in  Fig.  3.  Over  the  ulnar  margin  of  the  hand,  the  little 
finger,  and  half  of  the  ring  finger,  the  sensation  appeared  to  be 
completely  lost ;  sensation  was  also  greatly  impaired  over  a  con- 
siderable part  of  the  dorsum  of  the  hand  and  over  the  radial  side  of 
the  proximal  phalanx  of  the  ring  finger;  this  is  indicated  by  the 
blue  shading  in  the  figure.  A  narrow  band  (indicated  by  red 
shading)  on  the  radial  side  of  the  area  just  described,  showed 
slightly  affected  sensation.  This  case  differs  greatly  from  the  case 
described  by  L^ti^vant,'  in  which  the  loss  of  sensation  was  con- 
fined to  the  little  and  ring  fingers,  and  the  transition  from  affected 
to  sound  parts  was  abrupt.  It  differs  idso  inasmueh  as  sensation 
appeared  to  be  completely  lost  on  the  ulnar  side  of  the  hand,  while 
in  L^ti^vant's  case  a  certain  amotmt  of  sensibility  was  preserved^ 

*  Op.  dt,  p.  550.  **  Dor  DAUiaeii  ist  der  einzige  Finger,  aa  welchflm  die 
donalen  Nerven  rich  bis  unter  den  Nagel  eratrecken  ;  an  den  tlfarigen  Fingem 
enden  rie  an  der  Mittelphalange  nnd  wird  die  Bndphalange  von  Zweigen  der 
volaren  Nerven  aaoh  an  der  Ruokaeite  venorgt.  Mii  Rttcksieht  anf  den  ner- 
wenreichsten  und  empfindlicheten  Teil  der  Finger,  das  Nagelglied,  gehoren  also 
die  Dorsaifliichen  der  drei  medialen  Fingerrander  dem  N.  ulnaria,  der  fflnf 
nachflten  dem  N.  mediamu,  der  cwei  radialen  oder  Daumenrander  dem  N. 
radiaUsan.^ 

^  **  Beet  and  Fain."    Fonrth  Edition.    1887,  pp.  196,  197. 

*  Handbach  der  nkenachlicben  AnatomJe.  Hannover.  1879.  Zweiter  Band, 
a  897. 

'  Op.  dt    Fig.  L,  pu  84. 
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That  flensation  maj  be  oomplet^y  loflt  in  sveh  caaea  is  akown  by  a 
ease  lately  published  by  Dr.  Jenckeiii*  in  whicby  after  tmuinatic 
section  of  the  ulnar  nenre,  sensation  was  so  eompletelj  lost  in  the 
little  finger  that  the  man  would  often  allow  it  *'to  remain  in 
contact  with  the  fiame  of  a  lamp  or  gas  jet  until  the  skin  waa 
burnt,  for  the  amusement  of  his  comrades." 

The  difference  between  L^ti^vant's  case  and  the  one  whidi  I 
examined  appears  to  indicate  that  in  the  one  patient  the  crossing 
of  the  radial  and  ulnar  nerves  was  Teiy  slight,  and  that  in  the  other 
it  was  considerable. 

Case  II.  was  a  man  of  about  forty  years  of  age,  in  wh<»i  the 
ulnar  and  median  nerves  had  been  divided  just  above  the  wrist  by 
an  accident  which  occurred  in  February,  1875.  Sensation  waa 
impaired,  bnt  nowhere  completely  lost.  The  loss  of  sensibility  waa 
more  marked  on  the  palmar  than  on  the  dwsal  surface  of  the 
fingers,  the  maximum  anaesthesia  being  on  the  palmar  surfaces  of 
the  little  finger  and  ulnar  half  of  the  ring  finger.  An  inspection 
of  the  diagram  (Fig.  4)  suggests  the  probability  that  either  the 
radial  nerve  or  the  external  cutaneous  branch  of  the  musculo-spiral 
crossed  as  far  as  the  little  finger  in  this  ease,  and  that  the  amount 
of  distribution  of  the  ulnar  nerve  on  the  back  of  the  hand  waa 
smalL 

It  appears  from  the  above  facts  that  the  sensory  effects  of 
section  of  a  nerve,  e.g^  the  ulnar,  may  vary  considerably,  (a)  The 
amount  of  skin  affected  is  much  greater  in  some  patients  than  in 
others  (compare  the  above  case— Case  I. — with  L^ti^vant's).  (6) 
The  degree  of  loss  of  sensibility  is  subject  to  considerable  differences 
(compare  Dr.  Jencken's  case,  in  which  sensibility  was  entirely  lost, 
with  L^ti^vant's  cases,  in  which  a  certain  amount  of  sensation 
always  persisted).  These  differences  in  the  clinical  facts  find  a 
ready  explanation  in  the  greater  or  lesser  degree  of  intercrossing  of 
the  nerves  which  has  been  already  described. 

That  great  differences  exist  in  the  distribution  of  the  grosser 
branches  of  the  radial  and  ulnar  nerves  on  the  dorsum  manfis,  has 

•  <<  Satare  of  DiTided  TJhiar  Nerve  after  Six  Months"    Biitiah  Medical 
Journal,  10  Dee.  1887>  p.  1274. 
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long  been  known ;  Henle  *  represents  the  normal  arrangement  as 
follows: — ^'^The  little  and  ring  finger  and  the  ulnar  half  of  the 
middle  finger,  as  supplied  by  the  ulnar  and  the  other  two  and 
a  half  digits  by  the  radial ;  Krause's  ^  account  is  substantially  the 
same,  but  he  is  inclined  to  give  the  radial  nerve  a  larger  share  in 
the  innervation  of  the  middle  finger ;  he  notices  that  in  rare  cases 
this  nerve  may  supply  the  fourth  or  even  the  fifth  Angef.^  Quain 
states  that  the  i-adial  nerve  supplies  the  dorsum  d  the  thumb,  the 
index  and  the  radial  border  of  the  middle  finger ;  the  ulnar  nerve 
on  the  other  hand  is  distributed  to  the  little  finger  and  to  the 
ulnar  border  of  the  ring  finger ;  while  the  adjacent  sides  of  the 
middle  and  ring  fingers  receive  their  nerve-supply  from  combined 
twigs  of  the  radial  and  ulnar  nerves.^ 

I  have  already  referred  to  the  able  paper  by  Dr.  R.  Jacobi  which 
appeared  in  the  Berliner  kltniscke  Wockenschrift  last  year.  This 
observer  suffered,  in  his  own  person,  the  accident  of  section  of  the 
median  and  the  musculo-spiral  nerves.  His  observations  led  him 
to  the  conclusion  that  a  ^'collateral"  (double  or  multiple)  inner- 
vation of  the  skin  existed  which  would  account  for  the  clinica 
phenomena.  I  regret  that  1  have  not  had  the  opportunity  of  con- 
sulting his  larger  work  on  the  '' Collateral  Innervation  of  the 
Skin/'  *  but,  from  what  I  can  gather  from  the  paper  I  have  read, 
he  appears  not  to  have  made  any  anatomical  researches  with  a 
view  of  demonstrating  the  collateral  innervation  of  the  skin.  He 
mentions,  however,  the  following  interesting  observation : — That 
if  one  of  the  four  nerves  which  supply  any  of  the  toes  is  cut,  and 

*  Op.  cit.,  p.  550. 
*»  Op.  dt.,  p.  896. 

^  Op.  cit  Dritter  Band,  p.  209.  **  N.  radialls  saperfidalis.  Liefert  selten 
anch  Nn.  digitales  donalee  flir  den  vierten  Finger,  oder  (sehr  aelten)  zugleich 
for  den  fttnften  Finger,  wahrend  der  N.  ulnaris  dorsalia  fehlt."  In  Dr.  Hep- 
bom's  paper  (above  referred  to)  a  case  ia  recorded  in  which  tlie  dorsal  branch 
of  the  nlnar  nerve  was  absent.  "  Here  the  radial  nerve  supplied  the  cutaneous 
branches  for  the  entire  dorsum  of  the  hand  and  fingers."  He  also  describes  a 
case  in  which  the  radial  nerve  was  wanting,  the  dorsum  of  the  hand  being  sup- 
plied by  the  ulnar  and  musculo-cutaneous  nerves. 

^  Quain's  Anatomy.    Ninth  Edition.    1882.    VoL  I,  pp.  610  and  616. 

•  Archiv  fiir  Psychiatzie  u.  Nervenkrankh.  Bd.  XV.  S.  151- 188  u.  506-559. 
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a  portion  of  the  peripheral  stamp  subjected  to  microscopical  ex- 
amination some  weeks  after  the  section,  a  certain  number  of 
perfectly  intact  fibres  will  be  found  lying  among  the  degenerated 
fibres.  This  gives  evidence,  not  of  a  true  double  innervation  of 
the  skin,  but  offers  an  example  of  ^'nerves  without  ends"  as 
described  by  HyrtL  Such  communications  are  well  known  to 
occur  abundantly  on  the  dorsum  of  the  hand  and  fingers,  and  are 
of  the  nature  of  the  '*  anastomoses,"  on  which  L^ti^vant  throws  so 
much  weight  in  the  explanation  of  the  clinical  phenomena. 


EXPLANATION   OF  PLATE. 

Fig.  1. — Shows  ft  diBBectSon  of  the  cutaneous  nerves  on  the  dorsum  of  a  hand. 
The  radial  nerve  is  shown  in  bhie,  the  uhiar  in  red,  the  median  and  the  external 
cutaneous  branch  of  the  musculo-spiral,  fiup,  in  Uack.  r,  Radial  nerve. 
It,  Dorsal  branch  of  the  ulnar  nerve,  m,  Branch  of  the  median  nerve.  Observe 
that  the  twigs  of  the  radial  and  ulnar  nerves  cross  one  another  for  the  breadth 
of  three  fingers. 

Fig.  2. — Thumb  taken  from  another  subject,  showing  twigs  from  the  median 
nerve  ramifying  under  the  thumb  naiL 

Fig.  8. — Diagram  of  the  case  of  section  of  the  ulnar  nerve^  described  in 
Case  L  (In  this  and  in  the  succeeding  figures  the  dark  shading  indicates  the 
parts  most  profoundly  affected,  the  Une  those  in  which  the  sensibility  is  less 
impaired,  and  the  red  shows  the  area  in  which  but  slight  loss  of  sensation 
occurs.) 

Fig.  4. — Diagram  of  the  case  of  section  of  the  median  and  ulnar  nerves, 
described  in  Case  II. 

Fig.  5. — Section  of  musculo-spiral  nerve  (after  L^itfvant.) 

Fig.  6.— Section  of  median  nerve  (after  IMi&vaait), 


Fig.3. 


ON  THE  HOMOLOGY  AND  INNERVATION  OF  THE 
ACHSELBOGEN  AND  PEOTORALIS  QUARTUS, 
AND  THE  NATURE  OF  THE  LATERAL  CUTA- 
NEOUS  NERVE  OF  THE  THORAX.    {Abstract.) 

By  AMBROSE  BIRMINGHAM,  M.B. ; 

Prof enor  of  Anatomy,  Catholic  Uniyenitj,  IzeUnd. 

[Read  before  the  Seotion  of  Anatomy  and  Phyoology,  March  %  1888.] 

Thb  Achselbogen — ^which  is  found  once  in  every  sixteen  subjects, 
according  to  Professor  MacAlister — ^is  a  narrow  band,  generally 
muscular,  passing  from  the  posterior  to  the  anterior  fold  of  the 
axilla*  The  pectoralis  quartus  is  a  rare  muscle  in  man,  commonly 
found  in  animals*  It  runs  along,  or  under  cover  of,  the  lower 
margin  of  the  pectoralis  major,  from  the  thorax  to  the  upper  part 
of  the  arm.  Various  views  are  held  as  to  the  homology  of  each  of 
these  muscles.  We  shall  test  each  view  by  the  following  criteria 
of  homology,  position,  origin,  insertion,  and,  most  important,  nerve 
supply.  First,  the  pectoralis  quartus  was  considered  by  Mr.  Galton 
to  correspond  to  the  Achselbogen.  That  this  is  not  so  is  proven  at 
once,  I  think,  by  the  fact  that  in  two  cases — ^the  notes  of  which 
Dr.  Brook  has  kindly  sent  me-»the  pectoralis  quartus  and  Achsel- 
bogen were  both  present,  each  occupying  its  usual  position. 

Mr.  Woods  was  of  opinion  that  the  pectoralis  quartus  was  an 
imperfectly  developed  slip  of  the  dorso-epitrochlearis ;  but  in  muny 
animals  the  two  muscles  are  present  together,  and  they  disagree  in 
origin,  position,  insertion,  and  nerve-supply.  The  pectoralis  quartus 
is  supplied  by  the  internal  anterior  thoracic,  the  dorso-epitrochlearis 
by  the  musculo-spiral  nerve. 

The  remaining  views  are  those  of  Professor  Owen  and  Professor 
Humphry.  According  to  the  former,  the  pectoralis  quartus  is  a 
differentiated  portion  of  the  lower  border  of  the  pectoralis  major« 


By  Dr.  A.  Biruikgham.  475 

scapular  nerve  which  rapplies  the  latissimns,  and  these  considera- 
tions led  me  first  to  give  up  ProfesscNr  Hnmphry^s  view  and  take 
np,  as  more  probable,  the  theory  of  Professor  Turner.  Here  we 
may  seek  the  true  nerve-supply  of  the  Achselbogen.  Out  of  nine 
cases  (some  of  which  I  have  dissected  myself,  others  I  have  got 
notes  of  from  several  friends),  in  five  the  nerve  came  direct  from 
the  internal  thoracic,  in  one  from  the  loop  between  the  two 
thoracics,  in  one  from  the  inner  cord  close  to  the  origin  of  the 
hitemal  thoracic,  and  in  one  from  the  nerve  of  Wrisberg,  which 
arose  by  a  trunk  common  to  it  and  the  internal  thoracic.  These 
three  latter  cases  can  scarcely  be  said  to  differ  fundamentally  from 
the  first  five.  In  one  case  the  nerve  was  recorded  as  coming  from 
the  intercosto-humeral.  From  these  cases  it  is  evident  that  the 
nerve  supply  of  the  Achselbogen  comes  from  the  internal  anterior 
thoracic. 

And  now  for  Professor  Owen's  view.  The  chief  difficulties 
to  be  got  over  before  we  adopt  it  are  the  facts  that  the  panniculus 
passes,  as  a  rule,  freely  over  the  latissimus,  whereas  the  Achselbogen 
is  closely  united  to  it,  and  that  the  Achselbogen  is  supplied  by  the 
internal  anterior  thoracic,  while  the  panniculus  is  supplied  by  a 
nerve  called  in  animals  '*  the  lateral  cutaneous  nerve  of  the  thorax,** 
a  nerve  which  is  generally  considered  to  be  the  homologue  of  the 
nerve  of  Wrisberg.  To  get  rid  of  the  first  objection,  if  the  pan- 
niculus be  examined  in  a  series  of  animals,  it  may  be  found,  first, 
freely  passing  over  the  margin  of  the  latissimus  (rabbit,  horse, 
macaque),  next  it  becomes  adherent  to  the  border  of  the  latissimus 
(cat),  then  there  is  a  blending  of  the  two  muscles  and  an  apparent 
interchange  of  fibres  (cynocephalns  anubis),  and  there  is  even  a  more 
complete  blending  in  some  animals  (phalangina,  vulpina,  and 
wombat).  Several  other  points  in  connection  with  various  con- 
ditions of  the  Achselbogen — ^ae,  for  instance,  a  case  where  part  of 
the  humeral  panniculus  was  developed  on  the  side  of  the  thorax  and 
this  blended  above  with  the  Achselbogen— all  lead  to  the  conclusion 
that  it  is  quite  possible  for  part  of  the  panniculus  to  bear  to  the 
latissimus  dorsi  the  relation  which  the  Achselbogen  bears  to  it. 

The  last  difficulty  in  the  way  of  Professor  Turner's  view  is 
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the  apparent  difference  in  nerve-supply — ^the  apparent  difPerence 
between  the  internal  thoracic  and  the  lateral  cutaneous  of  thorax, 
which  is  considered  the  homologue  of  the  nerye  of  Wrisberg»  The 
solution  of  the  difficulty  lies  in  the  discovery  of  the  true  nature  of 
the  lateral  cutaneous  nerve.  In  the  oppossum,  kangaroo,  and 
wallaby,  the  internal  thoracic  is  absent ;  the  lateral  cutaneous  takes 
its  place  and  receives  the  branch  of  communication  from  the 
external  thoracic.  Here,  evidently,  the  lateral  cutaneous  is  some- 
thing more  than  the  nerve  of  Wrisbei^.  In  the  dog  the  nerve  is 
formed  by  two  roots — one  from  the  internal  thoracic,  the  other  from 
the  inner  cord  of  the  plexus.  In  the  cat  a  somewhat  similar 
arrangement  exists.  In  the  rabbit  the  internal  thoracic  and 
lateral  cutaneous  arise  by  a  common  trunk.  In  the  macaque  I 
have  a  few  times  found  what  appears  to  be  a  transitional  form 
between  those  just  described  and  the  condition  in  man.  In  this 
animal  a  branch  from  the  internal  thoracic  joined  a  branch  from 
the  intercosto-humeral,  and  the  result  of  the  union  was  a  nerve 
which  ran  down  the  arm  (and  was  apparently  the  nerve  of 
Wrisberg),  and  a  nerve  to  the  panniculus.  A  consideration  of 
these  cases  would  point  to  the  conclusion  that  the  lateral  cutaneous 
nerve  of  the  thorax  contains  within  itself  not  only  the  representa- 
tive of  the  nerve  of  Wrisberg,  but  also  some  fibres  of  the  internal 
thoracic  for  the  supply  of  the  panniculus ;  so  we  conclude  that  the 
panniculus  is  supplied,  like  Achselbogen,  by  the  internal  anterior 
thoracic,  and  (the  last  difficulty  in  the  way  of  Sir  William  Tumer^s 
view  being  removed)  that  the  Achselbogen  corresponds  to  part  of 
the  humeral  panniculus. 

The  points  sought  to  be  proved  in  the  foregoing  are-*lst,  that 
pectoralis  quartus  corresponds  to  part  of  pectoralis  major;  2nd, 
that  its  nerve-supply  is  the  internal  thoracic ;  3rd,  that  Achselbogen 
is  panniculus ;  4th,  that  it  is  also  supplied  by  the  internal  thoracic ; 
and,  lastly,  that  the  lateral  cutaneous  nerve  of  the  thorax  is  not  the 
homologue  of  the  nerve  of  Wrisberg  alone,  but  that  it  contains 
within  it  some  of  the  internal  thoracic  for  the  panniculus. 
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